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DISTRICT OF COLUMBIA MENTALLY ILL AND
HANDICAPPED CHILDREN

TUESDAY, MARCH 14, 1972

HOUSE OF REPRESENTATIVES,
COMMITTEE ON THE DISTRICT OF COLUMBIA,

Washington, D.C.
The Committee met, pursuant to notice, at 10:40 a.m., in Room

1310, Longworth House Office Building, the Honorable John L.
McMffian (Chairman) presiding.

Present: Representatives McMillan, Abernethy, Smith, and Mc-
Kinney.

Also Present: James T. Clark, Clerk; Hayden S. Garber, Counsel;
and Leonard 0. Hilder, Legislative Assistant.

Mr. MCMILLAN. The purpose of this hearing is to hear testimony
from people of the District of Columbia in connection with the mental
health work and programs for the handicapped here in the Nation's
Capital. From all the information I have been able to receive, you
people here in the Nation's Capital have been doing wonderful work
and especially the volunteers who are interested in this most impor-
tant problem confronting not only the people here in the Nation's
Capital, but throughout the United States.

A.11 the news I have received through substantial and reliable citi-
zens of Washington is certainly a credit to you people who are here
to give testimony on this subject today.. I want you to know that I
am a great believer in giving every assistance possible to the unfor-
tunately, retarded and b.andicapped.

We should spend ten times the amount we are spending in the
United States at the present time in an effort to give these unfortu-
nate children some relief and assistance.

Mr. Cecil Camlin, who assisted in arranging this hearing, is from
the State of South Carolina, and he can vouch for the fact that we
are struggling with this problem in our state.

I think we are doing an excellent job; however, we all know we are
approximately fifty years behind in recognizing and giving financial
and other support to solve this problem.

Mr. Camlin.

STATEMENT OF CECIL X. CANLIN, JR., EXECUTIVE DIRECTOR,
SOUTH CAROLINA MENTAL HEALTH ASSOCIATION; MRS. STAN.
LEY BREGNAN, FORMER CHAIRMAN, PUBLIC AFFAIRS COM-
MITTEE, D.C. MENTAL HEALTH ASSOCIATION; WILLIAM E.
FOWLER, JR., PRESIDENT, D.C. MENTAL MUTH ASSOCIATION;
MRS. GERALDINE DAVIS; DR. JOHN L. JOHNSON, ASSOCIATE
SUPERINTENDENT, SPECIAL EDUCATION PROGRAMMING, D.C.
PUBLIC SCHOOLS; DR. REGINALD LOURIE, CHAIRMAN OF THE
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DEPARTMENT OF PSYCHIATRY, CHILDREN'S HOSPITAL, AND
CHAIRMAN OF THE JOINT COMMITTEE ON THE MENTAL HEALTH
OF CHILDREN; DR. EVA TOWNS, CHAIRMAN OF THE PROFES-
SIONAL ADVISORY BOARD OF THE ASSOCIATION; DR. JULIETTE
N. SIMMONS AND MRS. ROBERT MARTIN, CO-CHAIRMAN, PUBLIC
AFFAIRS COMMITTEE, D.C. MENTAL HEALTH ASSOCIATION ; AND
DR. ESSEX C. NOEL, DIRECTOR, D.C. MENTAL HEALTH ADMIN-
ISTRATION

Mr. CAMLIN. Mr. Chairman and members of the District Commit-
tee, thank you for this opportunity. I am Cecil M. Camlin, Jr., the
Executive Director of the South Carolina Mental Health Association,
and a member of the Public Affaiis Committee of the National As-
sociation for Mental Health.

The reason ,ve are here today is the needs of mentally ill children.
Mentally ill children know no geography, no social level, no race, and
while we have this problem acutely in South Carolina, you have it
here, and it is with this thought that I now introduce Mr. William E.
Fowler, Jr., the President of the District of Columbia Mental Health
Association.

Mr. McMILLArr. Thank you and at this time, I would like to state
that we are real proud of the work Mr. Camlin is doing in South Carolina.
I'm certainly happy that I was one of the first members of Congress
to introduce a bill try to assist with the children's mental problems
we have confronting us.

Ten or fifteen years ago, I introduced one of the first bills on this
subject. I think we're 50 years behind ia solving the problem. We
need to catch up on an awful lot of work, and I'm supporting this
group group 100.2ercent.

Mr. CAMLIN. Thank 3rou, Mr. Chairman.
Mr. MCMILLAN. The Committee will be glad to hear any statement

you wish to make.
Mr. FOWLER. Thankyou, Mr. Chairman, members of the Committee.
The District of Columbia Mental Health Association is deeply

appreciative of your taking time from your busy schedule to gant us
this audience this morning. As you are doubtlessly aware, the District
of Columbia Mental Health Association is a group of volunteer citizens
who were incorporated in 1953. We are an affiliate of the National As-
sociation of Mental Health, and we are a United Givers Fund Agency.
We have a board of directors which is comprised of 38 persons, citizens
from the District, and we feel that they are truly representative of this
metropolitan area. They came from all sections of the city, the better
sections and the inner sections is well, black and white, jew and gen-
tile, all in direct proportion to the membership of the D.C. Mental
Health Association.

And of course, the main goals of our Association are to prevent
mental illness and the promotion of mental health, but we try to do
this and execute our programs the means of education, social action,
and services.

While we are involved in enumerable programs, I would just like to
elucidate a few. We are engaged currently in social work, in community
service, to over 200 former mental patients who are now living in foster
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homes. We are finding jobs for former mental patients under a pro-
gram we describe as cur pinch-hitters' program, and we have met u ith
a great degree of success with out pinch-hitters' program. Of course,
we've always been engaged with voluntary serviccz in St. Elizabeths
Hospital. We engage in public education; we promotc mental health
through high school students. We have a youth council which is
comprised of at least two to four high school students from every
school in the Metropolitan Washington Area, be it private or public.

We give assistance to public and private agencies in planning mental
health programs. We monitor public budgets, laws, and admini.trative
procedures affecting the mentally ill and their families, and we study
the amount and quality of services and the desemination of facts.

Now, we have several demonstration projects currently in wtion,
but the one that we are most proud of is a project that we are engaged
in in conjunction with Catholic University that we entered upon last
September, where we have taken ten foster children, together with
their parents and they are attending classes at Catholic University
twerv afternoon.

This involves not only education and treatment of children, but for
the paients as well.

I think it would be well at this time if I introduce my associates
here at the table, Mr. Chairman, and members of the Committee.
This is Dr. Juliette Simmons, wbo is a noted psychiatrist in the field
of mental health and co-chairman of our public affairs committee,
and of course Cecil Camlin you know, and this is Sandra Bregman,
who will be making the principal presentation to you this morning,
and Mrs. Geraldine Davis, whom you will hear from in a few moments,
and Dr. Eva Towns, who is another renowned psychiatrist in the field
of child mental development, and Mrs. Robert Martin, who is co-
chairman of our public affairs committee.

I might add that Dr. Simmons and Mrs. Martin are primarily
responsible for our being here today and for everything that you will
listen to, because they and their committee have worked quite
arduously for the presentation that you will hear very shortly.

We hope you will find our presentation interesting. We hope you
will find it worthwhile, and we certainly hope that the Committee
will see fit to respond to it.

So, without further ado, Mr. Chairman, I would like to introduce
our spokeslady, I should say, who will make our mai i presentation
this morning, Mrs. Sandra liregman.

Mr. MCMILLAN. Thank you very much. I can assure 3-ou that every
member of this Committee is very much interested in this subject
and you will have our full cooperation.

Mr. FOWLER. Thank you, Mr. Chairman.
Mrs. BREGMAN. I am Sandra Bregman.
Mr. Chairman, first of all, I would like to thank you again for

giving us this opportunity to come here and tell you about the plight
of the mentally ill child in the city of Washington. We, as the Mental
Health Association, speaking for all those who are presently mentally
ill and those who might become mentally ill if the proper services are
not available to them, but this morning we would like o specifically
speak about the children and their needs, because that is where the
need is the most acute and that is where the hope for change is the
greatest.
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There are thousands of children in the District of Columbia whoare mentally ill and vet there is no public residential treatment facilityfor these children. there are fewer than 60 beds in the entire publicsector, including St. Elizabeths.
What we need, specifically, Mr. Chairman, are three thingsfirstof all, we need the creation of a system of four comprehensive careresidential centers for mentally ill children and adolescents to heplaced in the four mental health areas of the city.
Secondly, we need to enact a mandatory special education law forhandicapped children.
Third, we need to create a system of early childhood education.This need is especially most acute for those children who live in fosterhomes.
I would like to state, Sir, that we speak only for the citizens. Wtdo not speak for the City Government, nor for the Mental HealthAdministration. We have done everything that we could think of asa Mental Health Association to bring the attention of the public, ofthe citizenry, of the press to the plight of the mentally ill child inWashington, but we have had few results.
That's why it's necessary for us to come to you. There are 30,000children in the city of Washington who are mentally ill. These figureswere arrived at by using the figures in the Joint Commission Reporton the Mental Health of Children, a study that was created by anact of Congress, and was published in 1969:- By using the figures theyprojected and projecting them onto the population of children in the1District of Columbia, the Mental Health Administration has arrivedat this figure. We don't have the names and addresses of thesechildren, but we do know they are there and both demographers atNIMH and the Mental Health Administration said this indeed is aconservative estimate.

If we just look at the figures of the Social Rehabilitation Adminis-tration, we find an estimated 14,000 children with serious emotionalproblems, and this does not count the children who have never comeinto contact with the Social Rehabilitation Administration.
I would like to stop for a brief moment and define the difference

between mental retardation and emotional illness. When we use thephrase mentally retarded, we refer to sub-average general intellectual
functioning which originates during the developmental period, pre-natal or post-natal.

On the other hand, an emotionally disturbed child is one who cannotcope with his life. His personality development has been impairedand interfered with. It has been stopped by factors in his environment.He seems immature for his age an& his intellectual endowment, whichis frequently very high. He cannot interact in an acceptable way withhis peers. Sometimes he has temper tantrums and crying fits. Some getdown on all fours and think they are a dog. Others cannot relate withany human being and they withdraw inside of a shell and they cannotlearn, they cannot control their impulses.
Those who are most severely depressed try to kill themselves.I will never forget a meeting, Mr. Chairman, last spring, one of ourcommittee meetings at the Mental Health Association, when a memberof the Public Education Department came in and sat down and tookher seat, and she said, "I hatt to see spring come. We have so manysuicide attempts in the schools each spring".
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When we speak of mentally ill children, there's a vast range of
severity in describing their condition and their needs, and th.at. is
why we need a vast range of treatment available for them. One thing
is certainwhen a child becomes mentally ill, if he is not helped
soon, then he can only get worse.

I would like to tell you about some of the calls for help we have
received at the Mental Health Association, calls which leave us
depressed and frustrated because there's really nothing we can
recommend. There's no place for these children.

We had a school counselor call asking for help. She had a bright
but uncontrollable sixth-grade girl who brought a pocket knife to
school and threatened the other children. Did we know of a residential
treatment facility she could put the child in? Two of our board
members witnessed a thirteen-year-old girl screaming and banging
the walls at the detention room at Juvemle Court for 45 minutes. At
5:00 p.m., when the Judge returned, the ladies asked him what was
wrong with the child and he replied, "She's obviously psychotic."
They said, "What will hasTen to you?" He said, "Well, she'll go back
to the receiving home, and if anyone is there to help her, they'll
probably give her a tranquilizer."

A private psychiatrist tells us that she's keeping four of her patients
in her own home with her own children because there are no ap-
propriate facilities for them, and she will not send them back to their
homes, which is the primary cause of their illness.

The wife of a United States Congressman, an Urban Service Corps
Public School volunteer, called asking us to recommend a treatment
facility for a seriously disturbed 14-year-old girl. She talks and talks
and walks around the town looking for her mother. who deserted her,
or she sets herself up in closets. She will not stay in a classroom; she
has no money.

We hear hundreds of cases like these each par, and there is nothing
we can recommend because there is no place in the city- of Washington.
The most serious gap in the treatment facilities available within the
public domain is the total lack of any residential treatment facility.
And we have less than 60 hospital beds. There are seven fine private
facilities. These private facilities have a total capacity of 300 beds.
The cost ranges from $11,000 per child per year to $36,500 per child
per year.

It's obvious that only an affluent family could afford to send the
child to one of these institutions and even then, the waiting lists are
tremendously long.

The Mental Health Administration operates two day-care centers
which care for 44 children. They also have a therapeutic nursery caring
for 17 children.

But what does all of this add up to when we have a least 14,000
children seriously ill within the Social Rehabilitation Services alone?
Not much at all, as you can see.

Our Association was so distressed by the lack of treatment facilities
that last year our children and adolescents committee did a very
serious stucly of what was available in both the public and the private
sector.

Gentlemen, you will find it in your appendix, and it shows you what
does exist and also what does not exist. We are now sending 505
children at the cost of $1,300,000 to facilities, some as far away as



Texas, for treatment, and we have a waiting list of 398 children waiting
for that kind of treatment.

Perhaps you're wondering what kind of facility I am proposing.Working through a task force, including the D.C. Mental Health
Association, the Mental Health Administration has put together a taskforce which has designed a plan for four comprehensive care resi-dential treatment centers. Each one of these four centers would treat100 children on a daily basis; 80 of them would receive day-care andthere would be residential facilities for 20 of the 100.

When we speak of residential treatment, we're talking about whatis called in the profession a therapeutic milieu. We are talking about adaily pattern of living which will be corrected and which will helpthese children learn how to interact in an acceptable way with their
peers, with their parents, with their teachers, with figures of authority.

There will be individual therapy and group therapy-, education andplay therapy. It will also be important at these facilities that thesefacilities be located in the neighborhood that the child is in becauseit's very important to bring his parents in for counseling.
It's very important that when he begins to get well enough, thathe can return to the outside world, that he be near his local publicschool so he can return to his local school classes in the day and per-haps come back at night if that's necessary.
There will be a vast variety of programs available, tailored to theneeds of the children and the particular severity of their illness.
Obviously, such treatment is expensive, In our local private insti-tutions, as I have said, the cost ranges from $11,000 per child per

year to $36,000 per child per year.
In the State of Massachusetts, where all children have been, bylaw, deinstitutionalized, residential treatment averages $7,000 perchild per year. The cost of providing residential treatment serviceat the Episcopal Church Home for Children In York, South Carolina,

is $9,000 per child.
Mr. Howie, the Executive Director of the Episcopal Church Home,has stated: "Without residential treatment, these children would

spend their adult lives in institutions".
And Senator Waddell from South Carolina has estimated the costof keeping a child institutionalized for his life expectancy at $1 millionfor six children.
But even more important than this, how can we measure the costof salvaging a human life? The 92d Congress has already appropriatedcapital outlay funds to renovate or construct tow of these compre-hensive care residential treatment facilities and the amount of$600,000was appropriated for program money for this year.
What we are asking here today is that instead of two, that some

time soon we would need four, one in each health area of the District.
We are requesting, therefore, an additional capital outlay of $1.5
million and the yearly operating cost of running these four residential
treatment facilities would run $4 million.

These figures are high. The benefits are incredibly higher. We wouldall agree, I think, that it is impossible to place a pricetag on thesaying of a human life, but we are also aware that Congress under-
standably wants to know what it's buying for every public dollar.

Accordingly, if we assumeand this is a conservative estimate
that these centers will treat 400 children each every year, and that
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perhaps half of these children will never, because of this treatment,have to undergo institutionalization, then, applying Senator Waddell'sfigure for the lifetime lockup, we would be saving $135 million for
an annual expenditure of $4 million on the four centers. This works
out to a savings of a $50 return on every $2 invested. I wonder, would
any of us hesitate to make that kind of an investment with our ownmoney, let alone the public's?

Secondly, I would like to turn your attention to special education.Because residential treatment Ls so expensive, because it is alsoexpensive in terms of what it does to the childrenin other words,if you let a child become so ill that he must be put in a residentialtreatment facility, then it's already very, very late in the game.What we ought to be doing is helping these children when they'revery young, when they're 3, 4, 5 or 6, and therefore, we turn to thepublic schools, to the Department of Special Education.
When we think of the Department of Special Education, we in theMental Health Association speak for all children. First of all, we speakfor those who are already mentally ill and we believe that they mustnot be denied their right to a free public education.
Secondly, we speak for children who are otherwise handicappedthe

blind, the deaf, those suffering from dyslexia, from neuro-musculardiseases. These children run a very high risk of also becoming emo-tionally disturbed if they do not receive the right kind of educationtailored to fit their needs.
In the city of Washington, the system works this way: when a childis noticed by his teacher, when he acts out in class, when he disruptsthe classroom, the teacher decides that perhaps he needs help and sherefers him to the Department of Pupil Personnel for testing. Thenbegins the long wait. Sometimes after the child is referred for testing,it's any.where from 6 to 9 months before the child is actually tested.Finally, he is tested and if he is diagnosed as needing special educa-tion, the really long wait begins. We have had mothers tell us that threeyears after they were told their child needed special education, theywere still, waiting for that child to be placed in a special education class.And when this happens, everyone loses because when children whoare ill disrupt the classroom, the children who are well can't learn eitherand everyone loses.

As of September 27, 1971, 1,501 children were on the waiting list forspecial education. They are still on that waiting list today.
When we deny these children their right to an education, we aredenying them their future. We are literally giving up on them. To servethese children who have been identified, for whom we do have namesand addresses, would cost $3.5 million, in addition to what is currentlyin the 1972 budget.
The United States Office of Education, however, has estimated thatthere are 18,000 children in the District of Columbia who requirespecial education services. To provide services for all of these childrenwould cost in the neighborhoocl of $40 million.
We do believe, however, that there must immediately be moneymb _le available to put the 1,501 children who have been identified inthe necessary special education classes.
What we really need, sir, is a mandatory special education act forhandicapped children. The reason why law is so important, I believe,
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is that it evidences written public policy to recognize a social ill and todeal with it.
In my formal testimony, you will see the things stipulated that Ibelieve should be in that kind of a law, but the three most importantthings I would like to point outfirst of all, we would like to have alaw require mandatory education for the exceptional child. Secondl3r,establish procedures for identification and placement of the child andensure due process for the child and his family. And the other, mostimportant factor and the most important reason for having this law,is that when money is appropriated for special education, is must beheld sacred, if you will. It must not be diverged or merged into therest of the school budget. This money must be absolutely inviolable.It must be there for the needs of exceptional children.I would like to point out, Mr. Chairman, that your State of SouthCarolina has shown leadership in this area and six weeks ago yourstate wrote into law a mandatory special education act. You also, bythe way, have one of the finest residential treatment facilities in thecountry, the William S. Hall Institute. That's the kind of institution,kind of facility, we need here.

Apin, our cost analysis more than justifies our request for $3.5million so we can handle an additional 1,500 children. If even 25%of those children would other wise have to be institutionalized intheir lifetime, we would save $64 million, a return of close to 20 to 1.Our third request, sir, is for the creation of a system of early child-hood education, early childhood intervention, most urgently neededby those children who live in foster homes. When a child is put in afoster home, it is always for a terribly unhappy reason. Perhaps hisparents are in jail. Perhaps his parents are ill. Perhaps they arementally ill or perhaps it is just simple poverty.
Nevertheless, when a child is put in a foster home, it is a, tremendoustrauma in his life. In the city of Washington, there are 500 childrenunder the age of six living in foster homes. Frequently children underthe age of six are shifted from one home to another, causing more andmore traumas to pile up.
Snowing this, five years ago in the Mental Health Association, ourexperts went to work on a proposed Child Learning Center whichwould be specifically geared and tailored to meet the needs of thesechildren who live in foster homes. We raised the money for thisChild Learning Center through our annual benefit and we opened the

doors last September and it is the only place of its kind in the UnitedStates. It is the only therapeutic nursery specifically established forchildren in foster homes.
Now, we know that putting these children in homes, rather than alarge institution, saves a great deal of money. We would like to seesome of that money used to be supportive of the foster parents. Wewould like to see therapeutic nurseries established throughout thecity specifically for those children in foster homes, and hopefully,eventually for all the children who need them. But we believe theneed is most urgent for those children in foster homes.
At Catholic University, it is costing us approximately $2,000 perchild per year. This is high because the facility is very small, thephysical facility is small. We believe the city could establish a systemof nursery schools for foster children for perhaps $1,500 per child,

4
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perhaps following our model, perhaps another model altogether, butwe feel that this should take place very urgently.In summary, then, the three requests we make of this Committeetoday are that it act favorably upon legislation affecting 30,000 ormore children. We ask you to authorize (1), the creation of a systemfor comprehensive care residential centers for mentally ill childrenand adolescents to be placed in the four mental health areas of thecity; (2) to enact a mandatory special education act for handicappedchildren; (3) to create a system of early childhood education facilities,especially for children in foster homes.If we go home today failing to have moved you, we or some othercitizen group will be back in a couple of years. 13y then, the need willbe much greater. By then the costs will be much. greater. The coststo society will be horrendous. Wasted lives, unfulfilled human poten-tial. There will be more children on drugs, more children droppingout of school, more children committing crimes. Continued neglect ofthese children can only mean continuation of crime, violence, dis-rupted classrooms, and innumerable unproductive lives.If we stopped for a minute to think about the child who cannotcope with his life and no one helps him, and he grows into manhoodand he still cannot cope with his life, nor can he cope with a job, norcan he cope with a marriage or children.
This kind of child will grow up to be an adult who uses alcohol ordrugs, who probably won't be able to hold a job, and who will even-tually be on welfare. Think for a minute of another type of child, thetype of child who is violent in his classroom, who is hostile to histeacher, hostile towards his peers, hostile towards his parents. Even-tually, this child gets in trouble with the law. He begins the long trekthrough the juvenile courts. He ends up at Laurel, and each stepalong the way, he becomes a more refined criminal.Take a third example, a child who is withdrawn, has pulled himselfinside of a shell, who cannot relate to human beings around him. Ifthis child is not helped, he will grow up to be an adult inmate ofSt. Elizabetbs.

The alternatives are clear. Either we provide residential treatmentfacilities, special education classes, early childhood interventionservices, or we will have more drop-outs, more drugs, more violence,more assaults, more rapes. We will have to build more Laurels, moreLortons, more St. Elizabeths.
Surely the people of this country would rather spend their taxdollars to build and to heal a human personality, to provide theeducational services that would allow each child to reach his greatesthuman potential whether that is great or whether that is small. Surely,our people would rather do this with their tax money than buildingmore jails and more state mental hospitals. I know this testimony isdepressing. So is reading the newspapers every day. Many of ourchildren, as I stand here this morning, are out of school because theyare emotionally ill. And yet, they go untreated.Hundreds more are finding their way to juvenile court or to La urel,something which could have been prevented if these services had beenavailable a few years ago. The need is so obvious. We know how tohelp these children. We know how to rehabilitate them. What we needfrom you is the commitment to fill these glaring gaps in services for
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these children who need it so desperately. Mr. Chairman, I would liketo ask the mother of a child who is mentally illthis mother has gonethrough the I.) .-trations of caring very deeply about her child and notbeing able to find the appropriate services for her child. I would like topresent Mrs. Clarence Davis.
Mr. MCMILLAN. We will be happy to hear from you.Mrs. DAVIS. Mr. Chairman, my plight takes about seven years ofexperience, so I will be as brief as possible. I discovered my child wasslow in talking, which didn't bother me too much. But, when I tookhim to the pediatrician, he suggested that I take him to another doctorand he spent about five minutes with me that morning and said,"Your child is mentally retarded." Well, it didn't strike me until Igot in the lobby. I got home and I called him, and I said, "I hate todispute your professional abilities, but I disagree with you because, Iam looking at him, I lived with him and I do not see any mentalretardation."

So he preferred not to talk to me and sent me to Gale's. When Igot to Gale's, and they did all of the regular intake stuff that they do,and they said, "Well, he is retarded. But, you know, he can be taught."But the child is reading now, at three years old.
So, the lady sent off the necessary material. And, I was not beingfacetious. I told them, I said "I don't understand this." You know hehad to belike if he had to put his clothes on and feed him and all this.This is for that type of chili'. And, she said, "Well, Mrs. Davis. Thisis all we have. I can send you to a D.C. recreation preschool. Well,I went there. And the parents of the community, you know, pay thema certain amount of money for their children to go."So, since this is a parent thing, the parents decided, well if he ismentally retarded, then we don't want him in. with our children.Well, a teacher there seemed to be very concerned and she sent meto something like a private day care center. And, we got there, andthe first week, he was busy. He was a h3rperactive child. And, he wasbusy that week. But, after that one week, the business calmed down.But, one day I went to pick him up. I had to take him to school at8:00 o'clock in the morning, pick him up and 12:00. So, that meant Ihad to take him, catch the bus back home, catch the bus back to pickhim up, and catch the bus to bring him back home. And, I had twoother children.

Well, I did that. And, then, I got there one morning and the ladyhad him sitting on the corner. Now, he had been labeled very goodby this time. And, I said, "Where is Chris?" And, she said, "Oh, heis in the office." And I became upset, because he had been doing O.K.So, I picked him up, and took him home. And, I didn't take himback. 13ut, she also became concerned and she sent me, I guess, to amental health facility which is in Georgetown. And I went there andthey said, "Chris is emotionally disturbed." Well, that soundedbetter to me as a parent than mentally retarded.
But in order for you to get help for him, you know, you have torelinquish custody. So not knowing what "relinquish" meant, I askedher. .And she said, to assure these schools that they would get themoney, you have to sign him over to the D.C. government. Well,you see, he wasn't old enough to go to school anyway. And, I didn'twant to do that. So I waited.
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Then, he becamehe came to school age and so then he needed
mental help and was in special education. And, I was very truthful
with them. I told them what had been recommended to me and what
to do.

Go ahead, Mrs. Davis, enroll him in school, and if any problems
come up there, we will take it from there.

Boom. Well, the problem came up, the first five days of school. He
went to school five clays and was five years old and I called Special
Education and told them, and they in turn sent out a psychologist
and a social worker. All of these people. Because they weren't giving
me anything.

Well, they came out, and I was taught to be obedient, so I followed
the schedule. The psychologist was supposed to test him for five days.
And, I went with my child for five days and I never saw her until the
last day. But by him being labelled from the ghetto, then the school
didn't want him either.

So, the second child in my family, it was time for him to go to school.
So, here you have one going to school, and the oldest staying home.
So, I had to accept what I did not want, which was residential treat-
ment, giving up the custody of my child. We went down to Welfare,
and applied for the money and it was granted after a lot of things.

Then, we got a summons, becausewe are husband and wife but
we have two individual summons. We attended the court, and the
judge said because you don't have the money, which all it amounts to
really is that the child has this problem, and it makes the parents
think that they are unfit. Well, they fix it awfully pretty for you, you
know, because you have to take this. You have nothing else in the
District.

Well, the child was sent to Rockville, and the child was helped
tremendously. But then, the other mental problem was coming, and
they weren't helping us. They were then setting the parents up for
these people here. So we decided that we would take him out.

In order to take him out, we had to have something definite be-
cause they wanted to send him to Texas and we recognized that wedidn't have the money to get out there to see him. The District had
him in their custody, so what could we do? There was nothing we coulddo.

I put him in public school, and he stayed in public school until
about three or four weeks ago. He stayed there from September 13 to
January 1. I went back to Special Education and they give you therun around.

Well, I thought he was still there. I don't know where this is. Well,
this parent did this, and this parent did the other. I got the yellow
pages and I called the Information Center, Handicapped, whateverit is, and I got a Mrs. Yetta Galiber on the phone. And, she said, well
I had talked to her all over the summer, and she said go to Special
Education.

And, I said, if you don't help me, I am coming down there and I
am going to choke you, to get some kind of help. Well, the principal
wrote letters back and forth to Special Education and Mrs. Davis,
we will call you. From this day, from the 28th of January until this
day, I have not heard from Special Education, but they did send mea letter saying O.K. we have tuition money.
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He is in a private day school where he can go and come, but yet Istill have the custody of him.
Mr. MCMILLAN. Thank you very much.
Mr. ABERNETHY. Mr. Chairman, I have to leave a little early. MayI ask the lady a, question?
Mrs. Bregman, you made a very interesting and exceedinglymoving statement. I am sure that the other members of the Committeewho heard ;c-our statement are impressed. And, I am particularlyimpressed with your knowledge of this subject and the time and effortthat you have put into it.
You made certain recommendations. In order to interpret the recom-mendations correctly first let me inquire of you further about them.Does the District Government now have the authority to do thethings .which you have recommended? Does it have the legal authorityto move on the three recommendations that you make?
Mrs. BREGMAN. Well, in the case of the first recommendation, thecreation of the four residential treatment facilities, the money wasappropriated for the construction of two of them last spring, andplans are currently goiop: ahead to construct those two facilities.Mr. ABERNETIU1 . tf may interrupt you, then, we must assumethat they have tiw authority to fill your first recommendation.Mrs. BREGMAN. Yes.
Mr. ABERNETHY. So, fulfilling the remainder of it is out of ourhands. It is now under the District government. Is that not right?Mrs. BREGMAN. With the exception of the fact that the moneywoukl have to be appropriated.
Mr. ABERNETHY. This committee does not handle that. That ishandled by the Appropriations Committee. Now, has the Districtgovernment budgeted money sufficiently adequate to fulfill the recom-mendation you have made, that is, recommendation number one?Mrs. BREGMAN. For two facilities. The amount for the programmoney.
Mr. ABERNETHY. Now, when did they budget money for the twocenters.
Mrs. BREGMAN. The two centersthat was inthe bill was finishedin December, just before the close of the last session.Mr. ABERNETHY. That was for Fiscal Year '72?Mrs. BREGMAN. Yes.
Mr. ABERNETHY. Now, are there funds budgeted for Fiscal '73 forthe other two centers?
Mrs. BREGMAN. No, there are not.
Mr. ABERNETHY. Did you ask the District authorities to includesuchyou or others interested in this subject?
Mr. FOWLER. We were informed that such funds would not beforthcoming. We have been in constant touch.Mr. ABERNETHY. I don't think that is quite my question. Did theyconsider budgetin_g funds for that purpose?
Mr. FOWLER. No.
Mr. ABERNETHY. Did they say that the budgetiLig nnt beforthcoming or that the money- would not be forthcoming?
Mr. FOWLER. They just didn't have the money. It had not beenappropriated as of that time.Ir. ABERNETHY. Is the money available for appropriation?Mr. FOWLER. To the best of our knowledge, it is not.
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Mr. ABERNETHY. Now, the enactment of a mandatory special edu-
cation lawhas there been any legislative move made in that direc-
tion? Is that now the law, or is it not?

Mrs. BREGMAN. No, it is not, sir. We have a digest to follow the
special education acts and that is not the case.

Mr. ABERNETHY. Does the Department of Education of the District
of Columbia concur with you that there should be such a law?

Mrs. BREGMAN. Yes sir. a Dr. John L. Johnson is here with us today.
Mr. ABERNETHY. Does the District government concur?
Mr. FOWLER. To the best of our knowledge, they do. We have

Dr. Essex C. Noel in the audience who's been working actively on
this problem and I am sure he has addressed himself to it.

Mr. ABERNETHY. Well, that answers my question. Does the City
Council have the authority to enact sucli, or does that iequire
CongTessional Act?

Mrs. BREGMAN. I believe it would require a Congressional Act.
Mr. ABERNETHY. Have you checked it out?
Mrs. BREGMAN. I believe our legal counsel did check that out and

it would require Congressional action.
Mr. ABERNETHY. Would you please check it again? You seem a

little hesitant about it.
Mrs. BREGMAN. We certainly will.
Mr. ABERNETHY. Now to number three. You recommend the

creation of a system of early childhood education facilities, including
children in foster homes. Does that require a legislative act of
Congress, or simply a move by the Board of Education or the City
Council?

Mr. FOWLER. The City Council and the Board of Education, sir.
Mr. ABERNETHY. You know, the Commissioner, who is often

referred to in the District as the Mayor, hasand I'm not shifting
the responsibility to himdon't misunderstand me: he has a tre-
mendous amount of power. It is almost a one-man government. He
has the authority to create or abolish, as I understand, commissions
within the District of Columbia. That is the way I recall the law,
passed a few years ago moving from the three commission for:m of
government to a one man commissioner form of government with a
Council which is more or less advisory.

Now, I don't know whether the Mayor has the authority to do this
or not, butor the City Councilbut I do think that someone
should check on that and let us know. And, if not and if such is in
existence, well I am sure that there is somebody on this hill who
would be interested in introducing legislation designed to go forward.
I am not saying that it will become law, I am just saying that you will
have your day in court in this Congress.

And, again, I want to commend you, Mrs. Bregman, for your
statement. And, Mrs. Davis also. Thank you Mr. Chairman.

Mr. MCMILLAN. Also, Mrs. Bregman, I think you made one of the
most informative statements here this morning that I have heard
before this committee since I have been Chairman. You have gone
into this matter thoroughly, and you seem to know *_-vactly what you
are talking about. We have had the same trouble in South Carolina.
And we took the bull by the horn and we are really doing something
about it. I am sure if we have you ladies behind us we can do most
anything.
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Dr. SIMMONS. I would like to address myself to Mr. Abernethy. Inconjunction with the collaborative collection of data that we presentedtoday, we did discern that the $1.2 million that was allocated for thetwo centers had been deleted from the budget to indicate their degreeof sensitivity to that need.
Mr. ABERNE'l tilr. Who deleted it?
Dr. SIMMONS. I don't know how it was deleted, but it was deleted.And then, as a result of outside sources coming to the foreground andasking that it be re-inserted, it was re-inserted buit it had been deleted.I do feel that that is an indication of the degree of sensitivity.
Mr. ABERNETHY. Let me see if I understand what you are saying.I assume that the Department of Education of the District maderecommendation to the District government to include this item inthe budget.
Dr. SIMMONS. Yes. It was made initially..
Mr. ABERNETHY. Now, did they actually include it? And then deleteit? Or, did they fail to enter it?
Dr. SIMMONS. Sir, it was included and then was deleted. And, aspart of the text that we have accumulated, we can send you that data.
Mr. ABERNETHY. Was it deleted before it was submitted to the 'Hill?It would have to be deleted before, and if it was, then it was neverreally budgeted.
Mr. BREGMAN. It was deleted arA it was put back in after citizenpressure. It was in the budget that was presented to the Hill.
Mr. ABERNETHY. Are you speaking of something that happened atCity Hall?
Mrs. BREGMAN. Yes.
Mr. SMITH. Mr. Chairman, I just want to compliment the membersof the District of Columbia Mental Health Association as a dedicatedbody of volunteers. All of the people who are working with you andbelong to the Association. Mrs. Smith and I happen to belong to theWestern New York Mental Health Association, and Iknow that thissort of progress that you people are interested in would never takeplace, or would be slower, without a lot of dedicated volunteers.I know that. This country and different parts of this country hasmade great progress in the last-1953, sayin the last 19 or 20years.I think the record will show that there was a great deal done in thisfield, and I think it has made a great deal of progress, mostly through

the efforts of dedicated volunteers. There is a long way to go. And Ihope that you people will continue, and will call others to help inthe effort.
And I think your testimony today is outstanding and very well done,very well presented. Thank you very much.
Mrs. BREGMAN. Thank you.
We have with us a child psychiatrist in private practice in theDistrict of Columbia, Dr. Eva Townes. She is also the president of ourprofessional advisory board, and she has a very short message thatwill add to what we have said.
Mr. MCMILLAN. Just a second, please.
Mr. MCKINNEY. Mrs. Bregman, I would just like to apologize formissing some of your testimony. I am on the Board of the ChildGuidance Clinic in Bridgeport, Connecticut, and I think I would liketo have you come up and visit. In our case, through the United Fund

and the City Council, I don't get half as far as you do. Forgetting thehuman suffering which you are alleviating by setting up this type of
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program, we also know that this type of program costs government a
great deal less.

Mrs. BREGMAN. Sir, we have brought with us a chart which shows
the estimated savings and it is so graphic. As vou can see over here, if
we had the four treatment centers, we would 'be able to treat to 1600
children per year. It would cost us 4 million dollars a year to operate
them. And, if only half of those children are saved from institutional-
ization, we save 135 million dollars.

Secondly, if we could provide special education for the 1500 children
who cannot now receive it, and if one-quarter of those children are
prevented from needing institutionalization we save 64 million dollars.
If we would be able to help the children in foster homes, at a cost of
three-quarters of a dollars annually, and if we helped one-
quarter of those children, so that they would never need institutional-
ization, it would save 20 million dollars.

So you see, if we helped one-third of the children and if we kept
one-third of those 3,600 children from ever needing institutionalization,
we save 200 million dollars in what it would cost. But, there is another
facet to think of too, because if these children are helped when they
are 7, 8, 9 and 10, and then grow up and become productive human
beings, we can expect that they will I e paying taxes for 40 yearsboth
federal and state taxes.

So, not only are we losing money by not helping them, we are losing
a great deal in human potential.

Mr. MCKINNEY. You are definitely invited up to Connecticut. I
would just like to emphasize the point that this is what you are talking
about, really, a better human treatment, but you are also talking
about soving money.

For instance, we know that to put a young drug addict in a jail
costs as much in the state of Connecticut as it would cost to send three
children to Yale University. But to put him into a treatment center
program would cost about 2,700 dollars a year. And, I think this is
what your message is. That treatment in centers is far far cheaper for
society than the incarceration. Also, I would like to just put into
the record to add to your point that we have a new Goodwill in Bridge-
port using basically retarded and those with severe mental .problems.

As of our first year's accounting of the new one and this includes a
residential center, which is a terribly expensive thing to operate, 93.1
per cent of the operational cost of that racility has been returned to
the facility in the form of production and services of the people in it.
And, I thmk any time the taxpayer or the private citizen can build a
facility and save the money and maybe return even 50 per cent of its
operating cost, we're ahead in the game.

Thank voc very much.
Mrs. BR' EGI I 4 N. Thank you.
Mr. 114 cMILLA...i. Thank you. We will hear from--

BREGMAN. Yes Mr. Chairman. Dr. Eva Townes, tho Chair-
man of our ProfessionalAdvisory Board, an eminent child psychologist.

Dr. TOWNES. Mr. Chairman and Committee Members. Childhood
is an opportune time, ordinarily, to interfere with an emotional illness
before pc.thological characteristics become a fixed pattern. It is much
easier # o mend a young sapling than to alter the distortion of an
ancien, oak. Children and youth right now, as I see it, are in crisis.
The emot,'emal illness of the young is of epidemic proportions. The
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crisis is highly visual. Witness the drug scene. Reflect on the stoney
faces of the runaway children wandering aimlessly on our streets and
our highways.

If you could turn the clock back, there was a time when these
children were available for help, more available than they are now.
Now, for some it is already too late because they have tuned us out.
There are other children, though, young children who are in great
emotional pain. They have some idea of their needs. I knew- their
needs.

Their family is aware of the fact that their is a need. And I guess
this morning, we would like to leave with you some impression of the
needs. Inadequate funding is tantalizing to the novice in the field. But
to those of us who have been around a little while, it only is a little
bit akin to being invited to a banquet receiving a stimulating appetizer
and waiting for the main course that is never, never going to come.

Seniority in this field gives you another vision and an opportunity
to look at some of the failures, failures that I refuse to take as a
personal failure. I share in the failurein the failure of the system.

Last year as a Consultant at St. Elizabeths, I had the opportunity
to see again the child I had seen in 1963 as she got on this tre- d.mill
that goes nowhere. I saw her in the Juvenile Court. I had moved into
another agency as a Consultant at St. Elizabeths. And, this child
appears-8 years older, more ill, more difficult for us to reach. If we
can reach her, I am sure it would be a much more enensive proposition
than if recommendations that I made and other official agencies made
at that time could have been followed through.

Seniority also gives us the liberty to make predictions. And, you can
look at a child and know that with the failure 1f the system, that this
child is not going to make it, though you know what is needed. And, itis a bitter sen..4e of fulfillment when you see that. indeed the prediction
has come into being. If professionals really took a cold look at what it
means in leaving the office and going out into the community to work,
you realize that you put yourself on the spot as a scapegoat. You get
involved in trying to fulfill, to try to motivate, stimulate, treat a
human being and to move him on. But because of the inadequacies of
budgeting it cannot be done.

And, the mental health professional who is not there becomes a
scapegoat, the one that can be looked at and hooted at. But, I still
maintain that it is the responsibility of most psychiatrists to try to get
out of the office and out Into the community. Arid, I think that this
responsibility for mental health care does not stop with professionals.
But, it begins to enter here, and it is also part of your responsibility.

Thank you.
Mr. MCMILLAN. Thank you very much. Mr. Smith.
Mr. SMITH. Yes, Mr. Chairman. Dr. Townes, I am wondering

suppose you have the intensive care residential centers established
in this city. And, I think Mrs. Bregman mentioned the possibility of
treating some 1600 children a year, 400 at each one, I think a hundredresidential and

Mrs. BREGMAN. Sorry, it was 20 residential and 18But, that
would be a shifting population. That would not be a continuous
population. That is an estimate.

Mr. SMITH. Could such facilities be staffed with adequately trained
professional people. Is there available that amount of trained people
who can adequately staff these centers?



17

Dr. TOWNES. I think that there is adequate professional help, ade-
quate paraprofessionals available to staff such a facility if they were
available.

Mr. SMITH. I ask that question because I used to be a Board Member
of a foundation that was doing exactly this same thing, and at that
time, and that 7-as some ten or twelve years ago, it was very difficult
to find a qualified director and qualified staff people in that one fairly
small clinic, and I just wondered whether in the interim in the last ten
or twelve years, whether the supply of professionally trained people
had increased.

Dr. TOWNES. I think it has increased, and I think that the utiliza-
tionthis is a problem; it is a multidiscipline problem, and I think
that there are old standards where there was a triumverare and a
limited number of people, but I think that things have broadened and
there are many people involved, and I think the creation of adequate
facilities will stimulate more interest and will bring people into a
situation where they would not feel that they had gone in with their
hands literally tied.

Thank you very much.
Mr. MOMILLAN. Mr. McKinney?
Mr. MCKINNEY. I just want to underline that point.
What you're saying, Doctor, aren't you, is that a great many people

with the proper training just can't stand the total and complete
frustration of the incompleteness of their ability to deal with the
problems so that people have stayed somewhat purposefully away
from the problem iteslf.

Dr. TOWNES. Absolutely.
Mr. MCKINNEY. Also, I know in our very small facility we have

greatly increased the case loads through new methods of dealing with
children.

Is this also true?
In other words, that you can trainone trained professional can

deal with a great many more children effectively now because of group
therapy and things of that type that we basically weren't too attuned
to twelve or fifteen years ago?

Dr. TOWNES. Another factor that we added in the District here,
contract services, Dr. Noel has contracted out some services to other
groups when there weren't people hired in the government to take
care of them, and I do think that there are new approaches and new
people involved in trying to create and maintain mental health.

Mr. FOWLER. In my five years with the D.C. Mental Health
Service, we have never had trouble utilizing or locating proper pro-
fessional help. I think Washington is blessed in this respect.

Dr. SmaioNs. Another very important issue with regard to staffing
has to do with this is a metropolitan area where we have at least
three medical schools and psychiatri - institutes for the training of
psychologists, and also these centers could be utilized as a living
laboratory and these people could come there as part of their training
and this would also help to cut back on the amount of money that
would have to be allocated for utilization in staffing and hiring people
on a permanent basis.

Mr. SMITH. We appreciate that comment. I think that that's true.
Mr. CAMLIN. Mr. Chairman, regarding manpower, speaking out

of the context of the National Association for Mental Health, Public
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Affairs Committee, thereby knowing something of the manpower
availability throughout the country, I would say that the greater
D.C. area and the Ann Arbor area are known throughout the country
as the more prestigious, more available sources of manpower.

Mr. FOWLER. Mr. Chairman, I know the hour is growing very
short. I have two requests to make of you.

We have a list of seventeen organizations that support our position
and I would like to have that submitted for the record. I will not read
the names of the organizations at this time.

Mr. MCMILLAN. How many of these statements do you think we
should have inserted in the hearing in addition?

Mr. FOWLER. Oh, we can give you as many as you need, sir.
We have seventeen organizations, sir.
Mr. MCMILLAN. Well, we will include the complete statements.
(The documents referred to follow:)

LIST OF ORGANIZATIONS AND INDIVIDUALS SUBMITTING SUPPORTING STATEMENTS

Alliance for Psychiatric Progress
Christ Child Institute
Concerned Citizens for Exceptional Children
D.C. Association for Retarded Children
D.C. Council for Exceptional Children
D.C. Citizens for Better Public Education
D.C. Congress of Parents and Teachers
D.C. Psychological Association
Mark Twain School
Medical Society of the District of Columbia
Metrowlit an Area Mental Health Advisory Council
National Association of Social Workers, D.C. Chapter
Washington School of Psychiatry
Washington Teachers Union
WaAington Urban League

ALLIANCE FOR PSYCHIATRIC PROGRESS,
March 18, 1972.

Mrs. ROBERT MARTIN,
Public Affairs Committee, D.C. Mental Health Association, Washington, D.C.

DEAR MRS. MARTIN: The Alliance for Psychiatric Progress wishes to take
this opportunity to strongly endorse the development of the Residential Treat-
ment Centers as outlined by the Mental Health Administration.

The paucity of service for emotionally disturbed children and adolescents in
the District of Columbia is a problem whose ramification affect every segment
of our community. This new venture should be seen as the first step in a massive
expansion of services to children and adolescents. The Alliance for Psychiatric
Progress, therefore, urges the Congress to lend its support by means of adequate
funding and legislation proposals put forth before you today by the D.C. Mental
Health Association.

Sincerely,
LEON WHITT, M.D., President.

THE CHRIST CHILD INSTITUTE FOR CHILDREN,
Rocicville, Md., March 6, 1971.

MTS. LLOYD SYMINTON,
Washington, D.C.

DEAR NANCY: This letter is my reaction to the D.C. Mental Health Association
Committee's Statement of Principles on devices for Emotionally Disturbed
Children in the District of Columbia. I enthusiastically agree with the statement.
There must be a spectrum of mental health services from the simplest and earliest
preventive measures at one end to the most elaborate intervention for the most
disturbed children at the other end.
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As Clinical Director of Christ. Child Institute, I have a particular interest inand knowledge about residential facilities, and I would like to emphasize the greatunmet need in the District for such help. This type of care is expensive but essen-tial for certain children to become functioning adults. Aside from considerationof human suffering, such facilities much more than pay for themselves economicallyby turning children who are sure to be burdens on society in jails or state hospitalsinto assets to their communities. These facilities need to be near the child's homeso that parental visiting and psychotherapy for parents is not impaired by theobstacle of distance (such RS we experience with District residents). I disagreewith the idea of making facilities for only ten children. The children need to begrouped according to age, academic and social abilities. This requires aroundtwenty-five to thirty children aged 5 to 12. Otherwise, you must limit admissionsto those children who will fit in with the children you have. Adolescents shouldbe in a separate facility.
The question about the number of beds needed in the District is a most difficultone to estimate. We are talking not about the number of severely disturbed chil-dren but the number who can use treatment, for tragically substantial numbersare beyond even ideal treatment. Using some knowledge of the Junior Villagepopulation as a rough gauge, I would say it is safe to consider the need runningwell into three figures, and it could be several hundred.
I hope this will be of a little help toward a very important goal.Sincerely,

WILLIAM B. CLOTWORTHY, Jr., M.D.

CONCERNED CITIZENS FOR EXCEPTIONAL CHILDREN
OF THE DISTRICT OF COLUMBIA,

Washington, D.C., March 8, 197R.Hon. JOHN L. MCMILLAN,
Chairman, House District Committee,
U.S. Capitol, Washington, D.C.

DEAR SIR: We submit the following supportive statement in regard to hearingsbefore your committee on March 14, 1972 with the D.C. Mental Health Asso-ciation for residential treatment centers for emotionally disturbed children and aspecial education law for all physically and mentally handicapped children.Our organization encompasses over 25 agencies serving all of the handicappingconditions, in addition to parents of the physically and mentally handicappedand interested citizens.

TREATMENT CENTERS FOR EMOTIONALLY DISTURBED CHILDREN
The District of Columbia and its mental health administration under the De-partment of Human Resources has never substantially addressed itself to theneeds of the emotionally disturbed child. This is the child who becomes excludedfrom school, who is most likely to get in trouble with the law, or winds up at St.Elizabeth's because no community based treatment center is available, oftenonly a temporary need. Residential treatment facilities in each Health Area ofthe city for about 20 children each, are an absolute necessity in the care of theemotionally disturbed. These centers would provide comprehensive, professionally-directed services which could be coordinated with other existing services like thepublic schools or a job training situation.
We recommend the possibility of seriously considering a mechanism wherebythese publicly funded centers might perhaps be privately serviced in order thatneedy children do not get lost within the labryinth of the Department of HumanResources.

SPECIAL EDUCATION LAW FOR ALL PHYSICALLY AND
MENTALLY HANDICAPPED CHILDREN

Our efforts on behalf of the right of the handicapped to receive a publiclyfunded education have proven to us that extensive, detailed legislation governingthe rights of all physically and mentally handicapped children, is a long overduenecessity in the District of Columbia. Recent exposure of problems at ForestHaven (the District's residential institution for the retarded) and problems con-cerning exclusion of handicapped children from the public schools, as evidencedby a class action suit now in process against the District Government, all pointto an urgent need for a special education law. Many states, over 50%, have enacteddetailed laws governing the rights of all mentally and physically handicappedchildren.

C 4J
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The District's statute reads as follows:
. . . the board of education may issue a certificate excusing a child fromattendance if the child is found mentally or physically unable to profit fromattendance in school, upon examination ordered by the board. If the examinationshows that the child may benefit from specialized instruction adapted to hisneeds, he shall attend if such instruction is available."In view of the above statute which gives none of the advantages to the handi-capped we feel it is urgent that the duties of both the public school and theDepartment of Human Resources be made a matter of law in relation to the edu-cation and training of the physically and mentally handicapped.We request the opportunity to discuss this matter further with you at a laterdate.
Respectfully submitted,

RALPH WITTENBERG, M.D.,
President, Concerned Citizens for Exceptional Children..11

D.C. ASSOCIATION FOR RETARDED CHILDREN, INC.,
(formerly HELP FOR RETARDED CHILDREN),

March 7, 1972.Hon. JOHN L. MCMILLAN,
Chairman, House District Committee,
U.S. Capitol, Washington, D.C.

DEAR SIR: It is our understanding that the D.C. Mental Health Associationwill be appearing before your Comm; .ee on March 14, 1972 in order to presentproposals on, a) residential treatment nters for the emotionally disturbed, b)a special education law for physically ai. .nentally handicapped children.Our organization concurs with the D.L Mental Health Association in urgingthe establishment of small (20 children) residential treatment facilities in eachHealth Area in the District of Columbia. The District has never provided ade-quate, publicly funded, professionally-directed services for the emotionallydisturbeci child. These centers would fill a glaring gap and are urgently needed.We concur also that an urgent need exists in the District of Columbia, for theestablishment of a mandatory special education law to insure the right to publiceducation of all physically and mentally handicapped children.Over 50% of the States have enacted such laws, covering not only education,but placement and screening procedures, and many other important componentsprotecting the handicapped and their rights in our society.The District of Columbia statutes provide the following:
. . the board of education may issue a certificate excusing a child from at-tendance if the child is found mentally or physically unable to profit from attend-ance in school, upon examination ordered by the board. If the examination showsthat the child may benefit from specialized instruction adapted to his needs, heshall attend if such instruction is available." (Emphasis added.)Our organization is in the process of working on draft legislation for mandatory,comprehensive special education for all physically and mentally handicappedchildren, including provisions for early screening and diagnosis. We hope f'orfavorable action during this session of Congress.

Respectfully submitted,
ROBERT L. BD:STOCK,
ROSALIE IADAROLA,

Co-Chairmen, Governmental Affairs Committee.

Hon. JOHN L. MCMILLAN,
Chairman, House District Committee,
U.S. Capitol, Washington, D.C.

DEAR CHAIRMAN MCMILLAN: As teachers in Special Education we know thereis a dire need for a public residential psychiatric treatment program for emo-tionally disturbed children in the District of Columbia. It should provide com-prehensive professionally-directed services for the children in collaboration withtheir parents or foster parents close to the home.
For continuity and consistency, the program should include residential treat-ment facilities providing a therapeutic living experience. The lack of such facilitiesrepresents a glaring gap in public treatment services needed for emotionallydisturbed children at this time.

WASHINGTON, D.C., March 7, 1972.

1.1
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We concur with the D.C. Mental Health Association in urging the establish-
ment of one such small (20 children) residential treatment facility in each Health
Area. These are necessary components of a continuum of comprehensive care
(from preventive services to aftercare and rehabilitation) which can be coordinated
with the services of other existing agencies.

Very sincerely,
OREL1A W. LEDBETTER,

President, Chapter 49, D.C., Council for Exceptional Children.

OWNIMMONIM111110.111.

DISTRICT OF COLUMBIA CITIZENS
FOR BETTER PUBLIC EDUCATION, INC.

Washington, D.C., March 7, 1979.

MEMORANDUM

To: House District of Columbia Committee.
From: D.C. Citizens for Better Public Education, Inc.
Subject: Legislation Regarding Special Education Programs in the District of

Columbia.
D.C. Citizens for Better Public Education strongly supports the enactment of

a special education law for the District of Columbia, outlining public concern and
responsibility for the education of all handicapped children.

Nothing illustrates the need of such a law as clearly as the wording of the
present statute which effectively absolves the school system of any responsibility
for that portion of the student population in greatest need of educational services.

We urge that the House District of Columbia Committee give first priority to
a more meaningful law and the necessary funds to support it.10

DISTRICT OF COLUMBIA CONGRESS OF PARENTS AND TEACHERS,
Washington, D.C., March 7, 1972.

Hon. JOHN L. MCMILLAN,
Chairman, House District Committee, U.S. Capitol,
Washington, D.C.

DEAR CONGRESSMAN MCMILLAN: A special education law is needed in the
District of Columbia to establish public policy and to protect the right to public
education for all physically and mentally handicapped children.

At least 50% of the States already have enacted such laws, many in great
detail. In contrast, the District of Columbia statutes provide the following:`.

. . the board of education may issue a certificate excusing a child from
attendance if the child is found mentally or physically unable to profit from
attendance in school, upon examination ordered by the board. If the examination
shows that the child may benefit from specialized instruction adapted to his
needs, he shall attend if such instruction is available."

This "provision" leaves these especially vulnerable children completely
unprotected and at the mercy of administrators who are not mandated to assure
that the services are made available. It is essential that these children's rights be
made a matter of law.

Also, there is a dire need for a public residential psychiatric treatment program
for emotionally distrubed children in the District of Columbia. It should provide
comprehensive professionally-directed services for the children in collaboration
with their parents or foster parents close to the home.

For continuity and consistency, the program should include residential facilities
providing a therapeutic living experience. The lack of such facilities represents a
glaring gap in public treatment of services needed for emotionally distrubed
children at this time.

The D.C. Congress of Parents and Teachers concurs with the D.C. Mental
Health Association in urging the establishment of one small (20 children)
residential treatment facility in each Health Area. These are necessary components
of a continuum of comprehensive care (from preventive services to aftercare and
rehabilitation) which can be coordinated with the services of other existing
agencies.

Sincerely,
WS. PETER ANGELOS,

Chairman, Mental Health Committee, D.C. Congress of Parents and Teachers.

I
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
PUBLIC HEALTH SERVICE,

HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION,
Rockville, Md., March 8, 1972.

JULIETTE M. SIMMONS, M.D.,
District of Columbia Mental Health Association, Inc., Washington, D.C.

DEAR DR. SIMMONS: The D.C. Psychological Association is very pleased to
support your efforts for small residential treatment settings for emotionally
disturbed children and for a law providing mandatory education and training
for physically and mentally handicapped children. Enclosed is a letter I have
drafted to Representative McMillan for this purpose.

When I read your letter and the statements you had enclosed to our Board of
Directors there was some subsequent discussion regarding the possibility of our
own Association taking a more active role in legislative matters of this nature.

Would it be possible f'or me to meet with you or other members of your Associa-
tion to explore the possibility of our working more closely on these issues of mutual
concern? If you feel such a meeting would be useful please contact me at 443-3527.

Sincerely,
ALLEN RASKIN, Ph.D.,

President, D.C. Psychological Association.

DISTRICT OF COLUMBIA PSYCHOLOGICAL ASSOCIATION,
March 8, 1972.

Hon. JOHN L. MCMILLAN,
House District Committee, U.S. Capitol, Washington, D.C.

DEAR Silt: Recognizing the need for a public residential psychiatric treatment
program for emotionally disturbed children in the District of Columbia, the
District of Columbia Psychological Association concurs with the D.C. Mental
Health Association in urging the establishment of small residential treatment
facilities in each Health area. The opportunities for comprehensive care and
individualized treatment will be immeasurably enhanced in such settings in con-
trast to the treatment these children would receive in a large institutional setting.

The Board of Directors of our Association also urge support of a special educa-
tion law for the District of Columbia to protect the right to public education
for all physically and mentally handicapped children. Present statutes in the
District of Columbia provide for such specialized training on the basis of exami-
nation and only "if such instruction is available."

We would be very grateful for your support of these proposals.
Thank you.

Very truly yours,
ALLEN RASKIN, Ph.D.,

President, D.C. Psychological Association.

MRS. BETTY MARTIN,
Mental Health Association of Washington D.C.,
Washington, D.C.

DEAR MRS. MARTIN: Dr. Juliette Simmons suggested that I write to you in
regard to a forthcoming meeting of your committee with Congressman McMillan.

It has been recognized for many years by those of us concerned with services
to the mentally ill that facilities for those unable to pay or to pay much are
terribly inadequate. This inadequacy is compounded when we consider facilities
for mentalist ill children as highlighted by the report of the Joint Commission on
Mentally III Children. This deficiency exists to a serious degree in the City of
Washington as well, of course, as in other cities. Services provided by such
facilities should include provisions for prevention, early detection with inter-
vention, residential services when needed and provision for follow-up. Such
services are greatly relevant to our interest in reducing the incidence of delin-
quency, crime and family breakdown.

I endorse your efforts and wish you success.
Sincerely.

GEORGE P. BROWN, M.D.,
Child Psychiatrist, Mark Twain School (Formerly Supt., Institute for

Children, Owings Mills, Maryland).

MARK TWAIN SCHOOL,
Rockville, Md., March 8, 1972.

S
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THE MED/CAL SOCIETY OF THE DISTRICT OF COLUMBIA,
Washington. D.C.

There is an urgent need for a comprehensive public psychiatric treatment
program for emotionally disturbed children in the District of Columbia. Such
a program should provide comprehensive professionally-directed services for the
children in collaboration with their parents or foster parents close to the home.

For continuity and consistency1 it is of the utmost importance that the program
include residential treatment facilities providing a therapeutic living experience.
The lack of such facilities represents a glaring gap in public treatment services
needed for emotionally disturbed children at this time.

We concur with the D.C. Mental Health Association in ur*ing the establish-
ment of one such small (20 children) residential treatment facility in each Health
Area. These are necessary components of a continuum of comprehensive care
(from preventive services to aftercare and rehabilitation) which can be coordinated
with the services of other existing agencies.

DARRELL C. CRAIN, M.D.
Presidienti. Medical Society of D.C.

PAUL ()HODOFF, M.D.,
Chairman, Committee on Mental Health, Medical Society of D.C.

METROPOLITAN AREA MENTAL HEALTH ASSOCIATIONS ADVISORY COUNCIL,
CONSISTING OF ALEXANDRIN VA., DISTRICT OF COLUMBIA, MONTGOMERY
COUNTY, MD., NORTHERN VIRGINIA AND PRINCE GEORGES COUNTY, MD.
MENTAL HEALTH ASSOCIATIONS

STATEMENT SUPPORTING THE NEED FOR A PUBLIC RESIDENTIAL PSYCHIATRIC
TREATMENT PROGRAM FOR CHILDREN IN D.C.

(Adopted at Meeting February 23, 1972)

There is a dire need for a public residential psychiatric treatment program for
emotionally disturbed children in the District of Columbia. This need is already
recognized in the suburbs with such facilities already established in Arlington,
or funded and in the active planning stage in Northern Virginia. It should provide
comprehensive professionally-directed services for the children in collaboration
with their parents or foster parents close to the home.

For continuity and consistency, the program should include residential treat-
ment facilities providing a therapeutic living experience. The lack of such facilities
represents a glaring gap in public treatment (service needed for emotionally
disturbed children at this time.)

We strongly urge the establishment of one such small (20 children) residential
treatment facility in each Health Area. These are necessary components of a
continuum of comprehensive care (from preventive services to aftercare and
rehabilitation) and would be coordinated with the services of other existing
agencies.

NATIONAL ASSOCIATION OF SOCIAL WORKERS,
Washington, D.C., March 8, 1972.

STATEMENT SUPPORTING NEED FOR SPECIAL EDUCATION LAW FOR THE DISTRICT
OF COLUMBIA

The Metropolitan Washington Chapter of the National Association of Social
Workers is in support of the House District Committee establishing funds to be
part of the annual appropriation for the District of Columbia so that it would be
mandatory that special education and residential treatment be provided to
children in need of treatment and financial assistance.

RICHARD SAVA, ACSW,
Co-Chairman, Mental Health & Psychiatric Services Council.

Mrs. GRACE C. MARSHALL,
Co-Chairman, Mental Health dc Psychiatric Services Council.
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THE WASHINGTON SCHOOL OF PSYCHIATRY,
Washington, D.C., March 7, 1972.

JULIETTE M. SIMMONS, M.D.,
Mental Health Assoc., inc.
Washington, D.C.

DEAR DR. SIMMONS: The Washington School of Psychiatry is entirely In support
of the efforts to provide a public residential psychiatric treatment program for
emotionally disturbed children in the District of Columbia. Especially needed is
the early establishment of a facility in each health area which would permit
comprehensive care for the children and collaboration with those responsible for
the home care of the child. Although we are unable to join you in your appearance
before the House District Committee, please go with the assurance that you have
have our full fupport.

Sincerely yours,
ROBERT G. KVARNES, M.D., Director....

THE WASHINGTON TEACHERS' UNION,
Washington, D.C., March 8, 1972.

Mrs. ROBERT MARTIN,
Co-Chairman, Public Policy Committee, D.C. Mental Health Association, Washington,

D.C.
DEAR MRS. MARTIN: The Washington Teachers' Union supports the concept

that equal educational opportunities should be provided for all of the children of
the District of Columbia who wish to attend the public schools. All children includ-
ing the physically and mentally handicapped should be provided full educational
opportunities.

The current statute which permits the Board of Education to exclude children
who are found mentally or physically unable to profit from attendance in school is
outdated and discriminatory. The rights of children must be protected by law.
Therefore, an amendment to the statute is in order.

The Union calls to your attention the fact that if the law is amended, it must be
accompanied by the additional funds needed in order to provide the services for
the children. If this is not done, then nothing will have been accomplished. To
demand new services without providing funds is self-defeating.

It is hoped that favorable action will be taken on both aspects of the problem.
Respectfully,

HOII. JOHN L. MCMILLANt
Chairman, House District Committee,
U.S. Captol,
Washington, D.C.

DEAR CHAIRMAN MCMILLAN: The Washington Urban League joins with the
District of Columbia Mental HeL lth Association in urging the establishment of
at least one residential treatment facility in each health area of the District of
Columbia.

We see these facilities as necessary components of delivering comprehensive
health care to the residents of the District. 'The need for such public residential
psychiatric treatment programs for emotionally disturbed children in the District
of Columbia has been documented time and time again. Such a program must
provide comprehensive professional services for the children in collaboration
with the parents or foster parents and we feel strongly that these facilities should
be locateci within a reasonable proximity to the child's home. Such facilities
should provide the therapeudic living experiences which could better enable
Health Administration to service this dire public need.

Additionally, a Special Education Law is needed in the District of Columbia
to establish public policy and to protect the right to public education for all
children. Over half of the states already have enacted such laws, many in great
detail. Unfortunately, the District does not recognize the rights of physically
and mentally handicapped children to be adequately educated to the full limit
of their potential regardless of physical or mental handicaps.

WILLIAM H. SimoNs, President.

WASHINGTON URBAN LEAGUE, INC.,
Washington, D.C., March 3, 1972.
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We reiterate for emphasis our concurrence with the District of Columbia Mental
Health Association in addressing these two vital areas of concern to the Committee.

Sincerely yours,
Mits. ANNE B. TURPEAU,

Acting Director, Washington Urban League.

DISTRICT OF COLUMBIA MENTAL HEALTH ASSOCIATION BEFORE THE DISTRICT
OF COLUMBIA COMMITTEE, UNITED STATES HOUSE OP REPRESENTATIVES

Mr. William E. Fowler, Jr., President, D.C. Mental Health Association, Suite
100, 8000 Connecticut Avenue, N.W., Washington., D.C. 20008.

Juliette M. Simmons, M.D., Mrs. Robert Martin, Co-Chairmen, Public Affairs
Committee.

Ad Hoc Committee on Childhood Mental Illness
Mrs. Sandra Bregman

Mrs. Juanita W. Braddock
Mr. Ben Rathbun
Mrs. Yetta W. Galiber
Mrs. Nancy G. Symington
Mr. John L. Gibson
Mrs. Ethel Dalmat
Miss Alice Dodge
Mr. Fred A. Little
Eva R. Towns, M.D.
Mrs. James K. Shiver
Staff
Reverend Milton F. Gay, Executive Director, D.C. Mental Health Association.
Mrs. Barbara Luther, Associate Director for Program, D.C. Mental Health
Association.

(The complete statement of Mrs. Bregman, on behalf of the D.C.
Mental Health Association, follows:)

NEEDS OF THE MENTALLY ILL CHILD IN THE DISTRICT OF COLUMBIA

The D.C. Mental Health Association would like you, Mr. Chairman, and the
members of your Committee, to know how deeply appreciative we are that you
have given us this opportunity to talk to you about the plight of the mentally ill
child in the District of Columbia.

Although we as a chapter of the National Association for Mental Health,
speak for all the mentally ill, not only children, we feel it is imperative that we
give priority to the problems of children and adolescents in the District of Colum-
bia, because that is where the need is the most acute; that is where the hope for
change is the greatest.

In 1970 the National Association for Mental Health and its forty-seven Divi-
sions throughout the nation with a membership of hundreds of thousands, focused
on "Children In Crisis"the problems of the mentally ill child in America. Our
mental health association, fulfilling its commitment a.s the voice of the consumer-
citizen, as the advocate for those persons who are already seriously ill and those
who might be prevented from becoming seriously ill with preventative measures,
has pursued the critical needs of children in this city, with few results.

At this point, I want to make it very clear that we do not speak for the Mental
Health Administration or for any other part of the District government. Though
our members sit on advisory task forces in a consultant capacity to the Mental
Health Administration, we are in no way beholden to the city government. We
speak only for the citizens of the District; especially for those in need of mental
health help.

More specifically we speak for some four thousanc. members, and a 40-member
Board of Directors that represents the entire metropolitan area. Our Board
represents all ethnic groups, the socio-economic spectrum, the laymen and the
professional. We have businessmen, inner city parents

,
doctors, social workers,

teachers, and lawyers on our Board. We also have a Professional Advisory Board
made up of the most outstanding members of the mental health profession in
the city.
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the Department of Education, took her seat wearily, and said: "1 have to see spring
come, we have so many suicide attempts in the schools each spring."When we speak of mentally ill children there is a vast range of severity in
describing their condition and their needs'. One thing is certain: when a childbegins to develop problems, if that child is not helped then, he will only get worse.The sooner a child in trouble can be diagnosed and helped, the greater the chancethat his illness will not become severe.

would like to tell you about the calls for help we receive in our offices, callswhich leave us depressed and frustrated because the appropriate facilities andservices simply do not exist in D. C.
The wife of a United States Congressman, an Urban Service Corps public

school volunteer, called asking us to recommend a residential facility for a seriouslydisturbed 14 year old girl who talks and talks, walks around the streets lookingfor her mother who deserted her, or shuts herself up in closets. She will not stayin a classroom. She has no money.
A private psychiatrist tells us she is keeping four disturbed chiluren in 11( rhome along with her own children rather than let them go to an inappropriatlinstitution or buk to their own homes which have been the primary cause of theirillness.
The Social Worker at the Hospital for Sick Children reports that a 12 yearold boy with an I.Q. of 130 was sent to their institution from Junior Village in acatatonic state after 13 previous moves around different foster homes. He was anasthmatic, so the hospital, which is not a psychiatric facility, could take him in.He made a phenomema adjustment and was placed in another foster home from

which he was rejected in two days. When he was returned to the hospital, he
threatened suicide. He was finally sent back to Junior Village and kept under lockand key.

At this same hospital they have a boy who is a cyclical vomiter. He saw his
father burn his mother to death.

We had a school counsellor call asking for help. She had a bright but uncon-trollable 6th gprade girl who brings a pocket knife to school and threatens the otherchildren. Did we know of any residential facility this girl could be placed in?Two of our Board Members witnessed a 13 year 31d girl screaming and
banging the walls of the detention room at Juvenile Court for 45 minutes. At fivep.m. when the Judge returned from hearing cases they asked him what waswrong with the girl. He replied that she was 'obviously psychotic." They askedhim what would happen to her that night. He said she would be returned to theReceiving Home and, if there was anyone there to do so, someone would give hera tranquilizer.

We hear of hundreds of cases like these each year. And there is nothing we canrecommend because there is no place for these children in Washington.
At the conclusion of this statement, Mr. Chairman, I would like to introduce toyou for an informal conversation three citizens who will tell you about theirfrustrations in trying to help emotIonally ill children in this city: the mother of adisturbed child, a child psychiatrist in private practice, and the Director of theInformation Center for Handicapped Children.

WHAT IS AVAILABLE FOR THESE CHILDREN?

I would now like to tarn your attention to the facilities and services the Mental
Health Administration and the private sector provide for these 30,000 children.

Our As.sociation conducted a survey in 1970 to determine what was availableboth in the public and private sector to help these children. A copy is attached.(Appendix C)
There are no public residential treatment centers for seriously ill children. There areless than 60 beds in the entire public sector for children, which includes St.Elizabeths. There are seven private fi.eilitiesamong the finest in the country

capable of treating three hundred children at a cost of from $11,000 to $26,000
per child, per year. These seven private institutions, in addition co being beyondthe means of all but the affluent families, have long waiting lists.

The Mental Health Administration has two day care centers caring for 44children and two therapeutic nurseries caring for 17 children. Yet we havethousands of small childrenunder sixwho are seriously emotionally disturbed,and require special care.
What does all this add up toin terms of the vast numbers of children needing

help? Not very much at all, as you can see.
In fact, we send 505 children at a cost of $1,300,000 per year on tuition grantsto residential treatment centerssome as far away as Texasbecause there are

75-590-72---8
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not enough appropriate facilities here. There is a waiting list of 398 children for
these tuition grants.

It is the opinion of our Association that the highest priority need for children is
the creation or systhm of fmir comprt hensive care centers, located in the four
health areas of the !qty, A, B, C, & D. Each of these centers would care for 100
patients on a daily Lasis, with residetv.ial facilities for twenty out of the 100
children.

"Residential treatment'. is essentially t2. therapeutic milieu designed to provide
corrective life experiences to counteract the dt.maging and painful experiences
which led to the child's emotional disturbance. Residential treatment provides

variev of programs that include varior s forms of therapy (individual and
group), education, nursing care, and the other kinds of adult supervision required
for 24-hour living. The basic ekinents in treatment are "people, things and cul-
ural patterns" within a consistent, planned and controlled environment. This
requires a staff of skilled personnel, traim d and experienced in working with
children, and able to collaborate in a compkx and highly varied program. Such a
pmgram also requires close collaboration with people in the child's natural en-
vironment, such as parents, other family members and teachers. It should Often
include supportive therapy with the family It also requires Out-patient facilities
for use as the child moves toward community living.

These residential facilities are necessary for youngste:s all severe emotional
disorders and mental illness. The severity of their disorders presents extremely
complex problems: those of deep emotional hunger, extreme over-activity, with-
drawal from the outer world, extremely high levels of aggression, violent un-
contr()Iled behavior, bizarre and incomprehensible reaction patterns. A wide range
of services are essential for the full care of such children. These children need more
than individual trentment; they need an all-embracing care which is therapeutic
in nature and which hicludes attention to their total development. For instance,
they need individualized, highly skilled attention to their educational and recrea-
tional needs; and their daily routine needs to be handled with psychological skill.

Obviously, such treatment is expensive. In our local :)rivate institutions the
o st ranges from $11,000 to $26,000 per child; in the state of Massachusetts where
by law all children have heen deinstitutionalized (those in correctional facilities,
institutions for mentally retarded, etc.) and placed in small residential treatment
facilities, the cost per child is estimated at $7,000 per year. The cost of providing
residential treatment serviees at the Espiscopal Church for Children in York,
South Carolina is $9,115.30 per child, per year. The Executive Director of the
Espiscopal Church Home for Children in York, South Carolina is $9,115.30 per
child, per year. The Executive Director of the Episcopal Church Home for
Children, Mr. 11. S. Ilowie, Jr., has stated that "without residential treatment
services these children would have to spend their adult. lives in state institutions."
South Carolina's state Senator Waddell has estimated the cost of keeping a
child in a state institute for his life expectancy at $1 million dollars for six children.
To the cost of keeping a child institutionalized, we must add the other side of the
picture . . . the 40 year work expectancy as a productive human being, the loss in
state and federal income tax dollars

Bat even more important than all of this . . . how can we measure the cost of
the salvaging of a human personality?

Publications from the National Institute of Mental Health state that the average
cost, nationwide in 1969 for residential treatment was $9,855 per child.

The D.C. Mental Health Association urgently requests tbat this Committee
act fave:491y on legislation creating a system of "comprehensive care residential
treatment centers." These centers, one for each geographic area of the city,
should be kept small and as homelike as possible.

The Congress has already provided funds for constructing two such centers
and $600,000 for operating co.n,s, insufficient to run even one of them based on
the program budget and staffing plan designed by Dr. Essex Noel, Director of
the Alental Health Administration. (Appendix C)

What we are requesting you to do today is to authorize the creation and opera-
tion of four centers or two more than are currently contemplated The additional
capital cost we estimate at 1.5 million dollars, the yearly operating cost would
be approximately 4 million.

These figures are high, the benefits im'redibly higher We would all agree that
ii, is impossible to place a price tag on the saving of a human life. But we also
are aware that Congress understandably wants to know what they are buying
with every public dollar. Accordingly, if we assumeand this is conservativethat
these centers will treat 400 children each every year and that perhaps half of
them will, because of the treatment, not have to undergo institutionalization, then,
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instruction for the mentally disturbed child shall be furnished "if such instruction
is available." There are no provisions for identification and placement of the child,financing or enforcement.

There is ample rrecedent for comprehensive legislation. The statutes of all of
the states provide for special education of the disturbed child. They vary dramati-cally in scope and approachthus approximately one-half of the states require
mandatory special education while the other half adopt a voluntary approach.At their best, the state statutes represent an enforceable commitment to the emo-
tionally disturbed child; at their worst, as in the District of Columbia, they are
so vague as to be illusory.

We recognize that laws, of themselves, do not effect an instant cure. Thus 30states during the 1968-1969 school year were serving less than 11% of their
emotionally disturbed children. However, legislation evidences a written publicpolicy to recognize, confront and deal with a social ill. Therefore, we support,
and hope that your Committee will support when presented to it, legislation forthe District of Columbia which

Requires mandatory educatIn for the exceptional child.
Establishes procedures for identification and placement of the child, and

ensures due process for the child and family.
Designates the agency responsible for supervising the program and identifies

the program facilities.
Establishes standards for teacher qualification and administrative staff.
Sets forth specific requirements for matters such as continuing evaluation,

transportation of children, teacher-child ratios.
Provides for funding and enforcement mechanisms, to guarantee that these

funds may only be used for special education and not merged into or diverted
to other needs.

I would like to point out, Mr. Chairman, that your own state of South Carolina
has enacted legislation creating residential treatment facilities for children;
your state also has a statute calling for special education for handicapped children.Again our cost analysis more than justifies our request. For $3.5 million we can
handle an additional 1,500 children. If even 25% of them would otherwise be
forced out of the school system into institutions, we will save $64 million over
their lifetime, a return of close to 20 to 1.

CHILDREN IN FOSTER HOMES

The third and last recommendation we wish to make today concerns small
children placed in foster homes in Washington. There are all kinds of reasons why
children must be placed in foster homes, and all the reasons are unhappv. Perhaps
their parents are separated, mentally ill, in jail, or have recently died. Aometimes
simple poverty is the reason why children must be removed temporarily from their
natural parents. There are over 500 children between birth and five years of age
currently living in foster homes in the Washington area. Some of these homes aregloomy and dreary.

Even while the search for better foster homes and more skilled and compassion-
ate foster parents goes on, it is imperative that the D.C. government take measures
supportive of foster parenthood, and these very high risk children. I say "High-
risk" advisedly. A very large percentage of children who have lived in foster
homes during the early years of their lives become mentally ill. It is incumbent on
us to take preventive measures to protect these children.

The D.C. Mental Health Association embarked on a project five years ago to
establish a model of a therapeutic nursery school for chiliolren in foster homes.
After much careful planning by our most skilled professionals, we opened the
"Child Learning Center" at Catholic University of America, in September, 1971.
This pilot project, unique in the United States, was funded entirely by money we
raised with our annual Bal du Futur.

The Center includes substantive learning of the Head Start type. But moreimportantly, it's purpose is preventive and therapeutic. The foster mothers
assist the teachers, just as mothers in the neighborhood nursery schools do. But
here the purpose is for the foster mother t3 learn specific child rearing rechniques.
Also, if problems develop, the teachers and social workers are trained to recognize
them immediately and intercede to help the child. Weekly parents meetings are
held so parents can explore their problems and discus.s ways in which they might
be more helpful to their children. This nursery school situation works to build the
child's self esteem, strengthen the faster mother's understanding of what is going
on inside the child, and give her an outlet for problems with her child.
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We have built into this Child Learning Center some minimal evaluation
techniques, and we hope to assess how this approach has benefited each child this
coming June. Our research results will be general and individual.

It is our firm belief that an early childhood education system, perhaps based
on the model we have developed, must be designed to meet the needs of children
in foster homes, and be made available as soon as possible to these five hundred
children in D.C.

Placing these children in foster homes, rather than a large institution, is both
healthier for the children and less expensive to the city. We believe that the
money saved by placing them in foster homes should be used to provide supportive
services to these high-risk children; we believe this early childhood education
system is a must for these children.

At Catholic University we are spending $21000 per child per year. We believe
it could be done less expensively by including more children in each nursery
school. (We have only ten children in our Center because the physical facility is
very small.) We would estimate that this type of model could be duplicated by the
city at a cost of approximately $1,500 to $1,800 per child per year.

Car third request, Mr. Chairman, is that your committee act favorably on
legislation creating an early childhood education system specifically geared to
the needs of children in foster homes.

We are modestly seeking coverage of only 500 children at the outset, Mr.
Chairman. Were one-fourth of them to have to go to St. Elizabeth's or jail,
society would have to spend $20 million on them, not three-quarters of a million.

SUMMARY

In summary then, the three requests we make of this Committee today are that
it act favorably upon legislation affecting these 30,000 or more children.

We ask you to authorize
I. The creation of a s_ystem of four "comprehensive care residential centers"

for children and adolescents, to be placed in the four health sections
of the city.

H. Enact a mandatory special education law.
III. Create a system ;.s.f early childhood education facilities, including

children in foster homes.
If we go home today, having failed to move this committee to action, then we

or some other citizen group will come back in a year or two to repeat this request.
Meanwhile, the cost of providing services for those needing special attention will
easily be twice the substantiated figures or guesstimates we have unfolded to
you today.

The cost to society will be horrendous: wasted lives, wasted human potential.
There will be more children on drugs, committing crimes, dropping out of school.
Continued neglect of these children can only mean continuation of crime, violence,
disrupted classrooms, and innumerable unfulfilled and unproductive lives.

We think alternatives are clear: residential treatment services and special
education classes and early childhood intervention programs or more drop-outs,
more robberies, more assaults, more Lortons, more St. E's, more wasted lives.

I know this kind of testimony is depressing, but so is reading our daily news-
papers. We are past the urgent stage. We must provide treatment for these chil-
dren who are, by anyone's definition, mentally ill. If we are ever to make a dent
in the adult mentally ill population, we must begin by treating the problems of
our children. We cannot continue to allow children to be sent to correctional
institutions, when what they really need is psychiatric treatment.

I know that you recognize that the children of today represent our nation's
future, our most precious national resource. In Washington, this morning, many
children are out of school because they are emotionally ill and yet they go un-
treated. Hundreds more are finding their way to detention facilities at Laurel,
or to Juvenile Courtsomething which could have been prevented if services had
been readily available a few years ago.

The need is obvious. Our child-care professionals know how to help these
troubled children; we know how to rehabilitate them. What we need from this
commit tee is the cominnitinent to fill the glaring gaps in service which spell disaster
for so many of our children.
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COST ANALYSIS

Number of
Projected

savings over
Additional children institution-Our request

cost annually served alization

I. Four residential treatment centers
$4, OgO, 000 1, 600 $135, 000, 000II. Special education
3, 500, 000 1, 500 64, 000, 000ill. Early childhood Intervention

...._750.000
________. 500_ ....... 20, 000, 000

.Total costs
8, 250, 000 3, 600 219. 000, 000

INDEX TO APPENDICES

Appendix A: Three definitions of an emotionally disturbed child.Appendix B: Review of D.C. Facilities for Disturbed Children by the D.C.Mental Health Association.
Appendix C: Budget and Staffing Plan for a Comprehensive-Care ResidentialTreatment Center.
Appendix D: "Needs Of Exceptional Children In The District of Columbia"Prepared by staff of the Department of Special Education.

APPENDIX A
The Joint Commission on the Mental Health of Children has made the follow-ing definition of emotionally disturbed children: "An emotionally disturbed childis one whose progressive personality development is interfered with or arrestedby a variety of factors so that he shows impairment in the capacity expected ofhim for his age and endowment: 1) for reasonably accurate perception of theworld around him; 2) for impulse control; 3) for satisfying and satisfactoryrelations with others; 4) for learning; or 5) at* combination of these.

DEFINITIONS

Two descriptions of emotional disturbance are presented to indicate the rangeof considerations needed in selecting children for residential programs. The firstis excerpted from a report "The Needs of Exceptional Children in the District ofColumbia" prepared by the Department of Special Education. Seriously Emo-tionally Disturbed individuals exhibit one or more of the following characteristicsover a long period of time and to a marked degree.(1) Inability to learn that cannot be explained by intellectual, sensory orhealth factors.
(2) Inability to build or maintain satisfactory interpersonal relationships.(3) Inappropriate behaviour or feelings.
(4) General pervasive mood of unhappiness or depression.(5) Tendency to develop physical symptoms, pains or fears associated withpersonal or school problems.
The second description is taken from a booklet "From Chaos to Order," com-piled by the American Association for Children's Residential Centers.", in anarticle on The Therapeutic Milieu. pp. 37-45
"Those disturbed children for whom residential treatment is the choice an,among the very sickest, and therefore in dire need of the most intensive andpervasive treatment measures available. (These children) are often psychologicallyprimitive, defective of ego, wanting in realistic self-assessment, impaired in abilityto establish meaningful contacts with others, deficient in judgment, backward inthe capacity to learn, and woefully innocent of the subtleties of symboliccommunication."

APPENDIX B

REVIEW OF D.C. FACILITIES FOR DISTURBED CHILDREN
(by The Sub-Committee on Mentally III Children, Children and AdolescentsCommittee, D.C. Mental flealth Association)

CONTENTSI. Goals and Method
11. St a t is t ieal Findings and Com parisons 1965-1971

III. Summary and Conam.nts on Statistics
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3000 Connecticut Avenue, N.W., Washington, D.C. 20008
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May 3, 1971

I. GOALS AND METHOD

The original charge to the sub-committee was to develop proposals for an
"ideal" plan for services to mentally ill children in D.C. After reviewing several
published programs, and talking with Dr. Michael Fishman, Consultant in ChildPsychiatry at N.I.M.IL, we found that many plans have already been developed
which could be adapted in any community. 'To name a few:

1. The 1970 Report of the Joint Commission on Mental Health of Children.
2. The National N.A.M.H. Statement "Action Programs in Childhood

Mental Health." (1964)
3. The 1966 Survey of the American Association of Psychiatric Clinics for

Children.
4. "Mental Health Services for Children" (N.I.M.H. 1968 Report)All of these list the following services as essential to any program:
1. Out-patient treatment facilities
2. Day centers
3. Twenty-four hour care (hospital and/or residential.)
4. Emergency Services
5. Therapeutic nurseries
6. Consultation and education in principles of mental health, and in

family life and planning. Emphasis is on prevention, through a wide range of
programs in schools, clinics, homes, parents and children, and personnel
working with them.

Because of the availability of these reports, the committee changed its goals tothe following:
1. Review of D.C. Health Department's Report on Comprehensive Mental

Health Services, 1965.
2. Obtaining up-to-date data regarding services available March-April, 1971.
3. Developipent of some proposals for priorities which, if not "ideal", might be

feasible for the District at this time.
Data was obtained from committee members, and from telephone calls by the

chairman to 40 agencies, hospitals and schools serving emotionally disturbed
children in this ai ea. (list attached) The two large agencies not covered were the
Children's Center at Laurel and the D.C. Public School system, due to complexity
of obtaining data, and the availability of figures elsewhere.

II. STATISTICAL FINDINGS AND COMPARISONS, 1966-1971

Due to wide divergences in reporting systems and in the absence of city-wide
statistics, we found it impossible to obtain figures which accurately reflect the
number of children receiving service. Therefore the figures given on the following
tables must be viewed as approximations. They are based on telephone reports of
current case-loads and the February 1971 Patient Movement Summary for D.C.
Psychiatric Facilities which covers the public and a few private agencies.
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TABLE A.LOCAL FACILITIES AND SERVICES FOR CHILDREN PREEXISTING 1965

Outpatient Hospitals
Residential
treatment Day care

Therapeutic Special
nurseries foster homes

Public:
Facilities 3 3 0 0 0 0Number under care, 1964 564 (I) 0 0 0 0Private:
Facilities 10 2 6 0 0 5Number under care, 1964 469 (I) (I) 0 0 2 9

I Figures not available.
2 Of these, 7 by contract with welfare departments.

TABLE B.LOCAL FACILITIES AND SERVICES FOR CHILDREN, MARCH 1971

Outpatient Hospitals
Residential
treatment I Day care

Therapeutic Special
nurseries foster homes

Public:
Facilities 4 3 0 2 2 0Number under care 2 1, 000 3 80 0 44 17 0Private:
Facilities 10 2 6 4 3 22Number under care f 637 75 (5) 5 82 39 7 32

1 The Board of Education, Department of Sepcial Education, reports Apr. 1,1971, a total of 521 children placed throughout
the country on tuition grants In residential treatment centers and special schools. Of these, 79 are emotionally disturbed
and 30 have neurological disorders. There is a waiting list for tuition grants of 398 children, of which 87 are emotionallydisturbed.

2 Approximately. Reports from 3 centers .No figures from area D.
3 Approximately.
4 Figures from 8 only.
6 260 beds (40 District of Columbia tuition grants).
6 40 District of Columbia tuition grants.
7 Of these, 26 by contract with S.5A.

TABLE C

Private:
Special schools (day and residential, local only)1 8
Enrollment figures from 7 schools 330Public (Facilities for children of military personnel):
Residential or inpatient hospital 0Outpatient - (2)

I The Board of Education, Department of Special Education, reports Apr.1,1971, a total of 521 children placed throughout
the country on tuition grants in residential treatment centers and special schools. Of these, 79 are emotionally disturbed
and 30 have neurological disorders. There is a waiting list for tuition grants of 398 children, of which 87 are emotionallydisturbed.

2 Possible 250 (figure incomplete). (Payment for residential care in private facilities is made through CHAMPUS.)

Other special facilities:
1. Howard University conducts a Child Development Center for children with

learning difficulties. The Center claims that there are approximately 300 children
and adolescents over age 5 under care at this time.

2. Georgetown University Hospital has just opened a University-affiliated
Developmental Center for children with developmental handicaps. Figures notobtained.

III. SUMMARY AND COMMENTS ON STATISTICS

The total number of children and adolescents receiving care in all facilities
listed here is approximately 2,300. (This excludes the military facilities, and
the two facilities for children with learning and developmental difficulties, at
Howard University and Georgetown University.

A. Out-patient care.There has been a marked increase in out-patient care
since 1965, largely due to the opening of the D.C. Mental Health Centers. The
10 private facilities are not the same as those which existed in 1965, since 5 were
closed and 5 new ones opened.

B. Therapeutic Day Nursery facilities have increased from none in 1964 to 5 in
1971 (two public), with combined ease load of about 56.

C. Residential Treatment Pacilities.The figures on residential care are difficult
to interpret. For purposes of this report, we listed only those facilities which offer
therapeutic care apart from wards for hospitalized adult patients. There are no
public residential treatment facilities for children. The private ones, with capacity
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for 260 children, are for the most part outside the District, are very expensive,
and have currently only about 40 DC children on DC tuition grants (Total no.
of other DC children was not obtained. Most are from this area.) The Psychiatric
Institute has just opened 52 beds, and is negotiating with the District for tuition
grants. There are no small local residential treatment facilities or group homes
(public.)

D. Special Foster Homes.The 22 foster homes for disturbed children, with 32
children, are all under private auspices, with the District contracting.

E. Private Schools.The special private schools for children with learning,
developmental or physical handicaps, seem to be the facilities most used by the
District school system for tuition grants. There are currently 109 grants in 8
schools with enrollment of 330 children. It appears that these schools rely heavily
on the District, for financial support, but some or them report that the maximum
grant allowed by the District ($3,000 per child) does not cover costs.

IV. AREAS OF SPECIAL CONCERN EXPRESSED BY AGENCIES

Although the Committee was not evaluating quality of services, we felt we
should report some of the concerns voiced by the reporting agencies.

A. The major concern seems to be lack of sufficient residential treatment
facilities. Particular emphasis was placed On the need for adequate hospital care
for the severely disturbed children, and need for residential care for children who
do not need to be in hospitals, but lack adequate home care and cannot adjust in
school. Such children might make it in the community with supervision and
treatment in small residential facilities. As one worker put it "Many of these kids
just need plain good parenting." The need seems to be particularly felt by hospital
workers who cannot find after care arrangements for their children.

B. Considerable confusion was expressed by some workers about procedures
for placement or commitment of children. There appears to be some breakdown
between administration and those carrying out the job.

C. Apparently there are professional and administrative differences of opinion
about the relative advisability of institutional vs. community living for certain
children. Some of this appears to be due to disagreements about diagnosis. Some
seems to stem from basic differences in philosophy about where emphasis should
be put. This results in inconsistent planning, especially for severely disturbed
children whose behavior creates crises, and who are moved all too frequently
between family, hospital, foster home and community, with damage to the
children and frustration to all those involved.

D. Comments regarding out-patient facilities were generally favorable, except
for concern about waiting lists. One person spoke of frequent changes of therapist
due to staff turnover, as a major problem. Another raised questions about the
extensive use of para-professionals in outpatient clinics who are doing treatment
of children with questionable adequacy of supervision.

E. The problems of children with learning difficulties can be only touched on
here. Comments from workers in some of the special institutions for children
indicated that some of the children indentified as retarded by the public schools
and sent to these institutions are potentially normal. They improve rapidly in
their ability to learn when placed in these special environments. Some are able
eventually to return to the public schools.

The Howard University program, which works closely with the schools, is
trying, with limited staff, to cope with all kinds of adjustment and learning
problems for some 300 children, most of whom have emotional difficulties. This
all seems like only the tip of the iceberg of the enormous problems of children in
the public schools. One child welfare worker commented that her foster mothers
have far fewer problems during the summer months when the children are relieved
of the pressures put upon them by the school system!

V. RECOMMENDATIONS OF COMMITTEE

I. There is a great need for a unified system of reporting among both public and
private agencies, so that at least on the quantitative side easy and fast identifica-
tion will be possible (a) of children who need special services and (b) of the services
being provided. Chairman found one discrepancy of over 500 children between
figures provided by a private facility over the phone, and figures provided by the
same facility to the Mental Health Services statistical reporting service (the
agency knew of this discrepancy and was in process of evening it up.)

II. From a qualitative viewpoint, there are special reviews made of services and
programs throughout the Mental Health Services. These are handled partly by
sophisticated statistical analyses.
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We would recommend that further qualitative concern is greatly needed. This
may be partially under way through increased professional staffing, as well as abetter use of para-professionals. Professionals are especially needed to adequatelytrain para-professionals for their heavy responsibilities. Special training programsand adequate supervision for this group is urgently needed, in both the publicand private sectors.

HI. However, the most urgent priority is residential treatment facilities of alltypes for children in our community. These should include: (1) more hospitalbeds for severely disturbed children, separated from adult wards
,

and providingsecurity and long-term care if needed; (2) additional foster homesfor emotionallydisturbed children; (3) small group homes for short- or long-term care in the
community. These would hopefully be near the child's natural roots. They should
provide special milieu therapy, schooling (in community schools where feasible),
individual and/or group therapy. Close work with families, schools and communityagencies is essential.

The committee sees no value in constructing additional large institutions. What
we need in this community is a flexible but unified plan for residential care of allsorts, with emphasis on supportive services which will maintain children in their
own homes wherever possible, or, that failing, will provide them with substitutesas close as possible to family living.

There are too many children in D.C. today whose problems result from homeswhich cannot provide for their basic emotional (and often physical) needs. This,in large measure, is due to the fact that the needs their parents had, likewise,
had never been met. Having received little, they had little to give. The children
who today are caught in this web must be salvaged, so as to preclude, as muchas possible, the continuity of this shame and pain!

We must face these facts, here and now. Vk must plan in an orderly andunified manner, profit from out past mistakes, and put an end to the make-shift, spotty, crisis-oriented, in-and-out care which we know only leads to furtherdisintegration of the child's ability to grow into an emotionally healthy adult.This means an all-out effort on the part of the entire community; the schools,
hospitals, communication media, Department of Human Resources, privateagencies, and above all, our concerned citizens!

ADDENDUM

VI. EXTENT OF THE PROBLEM

By applying to the District of Columbia national percentages from the JointCommission Report on Children's Mental Health (Fall, 1969), we estimate:
D.C. Children probably psychotic 1, 770D.C. Children severely disturbed 5,900 to 8,850D.C. Children needing help with some emotional problem__ 23,600 to 29,500

Of these nearly 30,000 children, the foregoing report reveals that only about
2,300 were under treatment in public and private facilities as of April, 1971.

VIII LIST OF AGENCIES CANVASSED

OUT-PATIENT CLINICS

D.C. Mental Health Services Area A,B,C,D.
Groome Child Guidance Glinic
Georgetown University Hospital (Child Psychiatry Clinic)Group Health
Hillcrest Children's Center
Jewish Social Service Agency
Pastoral Counselling
D. C. Institute for Mental Hygiene
Potomac Foundation
Psychiatric Institute

1,6
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HOSPITALS
Area D In-patient Service
1). C. General Hospital, Area B and Area C (wards)
St. Elizabeth's Hospital
Hospital for Sick Children
Washington Hospital Center
Freedmans Hospital
George Washington University Hospital

RESIDENTIAL TREATMENT CENTERS

Christ Child Institute
Edgemeade
Episcopal Center for Children
Hillcrest Center for Children
Linwood School
Psychiatric Institute
Treatment Center for Autistic Children

SPECIAL SCHOOLS
Agnes Bruce Greig
Christ Church Center
Leary Day Seliiol
Occupational Aining Center
Pilot School for the Blind
School for Contemporary Education
St. Gertrude's School
St. John's Development Center

THERAPEUTIC DAY NURSERIES

Catholic University Child Center
1).C. Mental Health Areas B and C

DAY CARE

D.C. Mental Health Areas C and D
Christ Child Institute
Episcopal Center for Children
Hillcrest Childrens Center
Psychiatric Institute
Linwood

OTHER AGENCIES (NON-TREATMENT)

Child Welfare Services, Dept. of Human Resources
D.C. Receiving Home
Suicide Prevention Services and Mental Health Consultation, D.C. Mental

Health Services Administration

SPECIAL FOSTER HOMES
Family and Child Services
Jewish Social Service Agency

MILITARY ESTABLISHMENT FACILITIES

Walter Reed Army HospitalOut Patient Psychiatry
U.S. Naval Hospital Psychiatric Service
U.S. Air Force (CHAP)

OTHER SPECIAL PROGRAMS

Howard University Child Development Center
University Affiliated ProgramGeorgetown Hospital (Children with Multiple

Handicaps)

4
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APPENDIX C

BUDGET AND STAFFING FOR YOUTH CENTER (RESIDENTIAL-DAY CARE)

Positions
Number

GS-15 Director
1 $25, 583GS-13 Assistant director.
1 ..... 18, 737GS-15 Psychiatrists
2 06, ti3i 52, 872GS42 Social worker (Supervisor)
1 15. 866GS -11 Social worker.
7 13, 309 93, 163GS-9 Teachers
8 11, 046 88, 378GS-13 Psychologists .
1 18, 737GS- 12 Psychologists
2 15, 866 31, 732GS-I3 Special iducation Therapist
1 18, 737GS-II Nurse (Supervisor)
1 13, 30905-9 Nurses
5 11, 046 55, 23005-6 Counselors

20 8, 153 163, 06005-6 Secretary..
1 8, 15303-5 Clerk typists
5 7, 319 36, 5950540 Manual arts therapist. I 12, 556GS-8 Receptionist therapist
3 10, 013 30, 039GS-10 Occupational therapist
1 12, 556Bus drivers WG 7/2 3.80 per hour 2 15, 808Housekeepers WG 3
3 6. 260 18, 780Food servers WG 3
3 6, 260 18, 780Supervisor food server WS 1.
1 7, 280

Subtotal
70 755, 941

(I) 62, 742

Total.... 818, 683

8.3 percent.

Other Costs for Youth Center

Y
Food (Approx. 1-50 for 3 meals) $22, 000Medication

15, 000Supplies
25, 000Equipment:

One year-Excluding beds, kitchen etc.)1-small bus
1-Carry AU

30,
6,
4,

000
000
000Unforeseen_

48, 000
Sub-Total

150, 000Personnel
818, 683

Grand total
968, 683

APPENDIX D
NEEDS OF EXCEPTIONAL CHILDREN IN THE DISTRICT OF COLUMBIA

[Report to the Superintendent, October 15, 1971; October 19, 19711
(Prepa-ed by staff of the Department of Special Education: Dr. John L. Johnson;Dr. Doris Woodson; Mrs. Dorothy Hobbs; Dr. Enid Wolf)
REPORT TO THE PRESIDENT, WHITE HOUSE CONFERENCE ON CHILDREN 1970,

WASHINGTON, D.C.

(Excerpts from Forum 12: "Children Who Are Handicapped." (pp. 195-206).)-"The child who is affected by handicapping conditions, whether they bephysical, intellectual, emotional, cultural, or environmental must be giventhe opportunity to achieve his maximum potential, no matter how meageror great that might be." (p. 197)
-"Because any child unable to develop his full potential can be characterizedas handicapped, we propose that handicapped children be considered just aschildren rather than as handicapped. Clearly then, to meet the needs of thehandicapped, we must also attack the problems confronting the total childcare system." (p. 197)
-"Congress has recognized the need for these programs but has not appropri-ated the funds authorized. We recommend the immediate and full appropri-ation of these funds, especially for those programs which focus on manpowertraining and the provision of services for the handicapped." (p. 201)
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I. Special Education: General Concern and Definition
Special education is that part of education which devotes its attention tostudents who after a professkmal evaluation and/or appraisal are considered toc?xhibit one or a combination of the following:

hnpairment: defective bodily structure (senses, systems, organs, members,etc.)
disability: a limitation of activity when compared with other individualsof similar age, sex, and culture.
handicap: a reduction of personal or social efficiency and the stigmatherefrom.

These pupils (children and youth) are generally known as "exceptional" interms of the usual manner of classifying human problems. A Department of SpecialEducation exists for the purpose of educating those children who are exceptionalphysically, mentally, or emotionally to the extent that they require special educationalservices in order to develop to their maximum capacity.
Special education, in practice, concerns itself with:a. An altered instructional environment which will attend itself to the educa-tionally significant attributes of the students condition.
b. Specialized materials and methods of instruction.c. Provision for the interweaving of non-educational therapeutic proceduresinto an educational process.
d. Teachers with specialized training in education of exceptional children andthe temperament to carry out their unique role.
Special educational methods and techniques provide for instruction of childrenin subject and content butt with cognition, perception, language, emotions, andsocial forces a S constant criterion variables which each teacher must know,moniter, and teach to, in a personalized form of instruction.

//. Types of Children to Be Served
A. Educable Mentally Retarded.Mentally retarded individuals who are educablein the academic, social, and occupational areas, even though moderate super-vision may be necessary.
B. Trainable Meataliy Thiarded. Mentally retarded individuals from whomlittle or no self-support is anticipated, although some improvement in performanceis possible, expecially in self-care, social and emotional adjustment, and economicusefulness in the home or a sheltered environment. These individuals probablywill rNuire a sheltered environment and major supervision throughout their lives.C. Seriously Emotionally Disturbed.Serious emotionally disturbed individualsexhibit one or more of the following characteristics over a tong period of time andto a marked degree:
(1) An inability to learn that cannot he explained by intellectual, sensory, orhealth factors.
(2) An inability to build or maintain satisfactory interpersonal relationshipswith peers and teachers.
(3) Inappropriate types of behavior or feelings under normal circumstances.(4) General-pervasive mood of unhappiness or depression.
(5) A tendency to develop physical symptoms, pains, or fears associated withpersonal or scluml problems.
D. Specific Learning Disabilities.Individuals who exhibt a disorder in one ormore of the basic psychological processes involved in understanding or in usingspoken or written language. These may be manifested in disorders of listening,thinking, talking, reading, writing, spelling or alit hmetic. They include condithmswhich have been referred to as perceptual handicaps, brain injury, minimal braindysfunction, dyslexia, developmental aphasia, etc. They do not include leariningproblems which are due primarily to visual, hearing, or motor handicaps, to mentalretardation, emothmal disturbances or to environmental disadvantage.
E. Crippled and Other Health Impaired.Individuals who require an alteredlearning environment because of:
(I) Muscular or neuromuscular handicaps which significantly limit ability toget about, sit in the classroom or manipulate the materials required for learning;(2) Skeletal deformities which also affect ambnlation, posture and hand use inschool work; and
(3) Health ailments which result in reduced efficiency in school work because oftemporary or chronic lack of strength, vitality or altertness.F. Hearing Impaired.Individuals who are diagnosed in terms of:DeafnessThe sense of hearing, either with or without a hearing aid, is insuffi-cient fi u. interpreting speech.
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Post language DeafnessDeafness occurred after good language and speech
had been acquired.

Pre language DeafnessDeafness occurred before a firm establishment of lan-
guage and speech.

Hard of HearingRefers to a loss of hearing which is educationally significant,
but residual hearing is sufficient for interpreting speech withif not withouta
hearing aid.

G. Visually impaired.Blindness-20/200 or less in the better eye with the best
possible correction or a restriction in field of vision to an angle subtending an arc
of 20 degrees or less. Blind children include those who have so little remaining
useful vision that they must use Braille as their reading median.

Partial SightRemaining visual acuity between 20/200 and 20/70 in the better
eye with the best possible correction. Partially seeing children are those who
retain a relatively low degree of vision and can read only enlarged print or those
who have remaining vision making it possible for them to read limited amounts
of regular print under very special conditions. The partially seeing child is one
who retains limited but useful vision for acquiring an education but whose visual
impairment after needed treatment or correction or both reduced school progress
to such an extent that special educational provisions are necessary.
III. Organizazion of Services

The Department of Special Education has organized its services into functional
areas of educational programming. Figure 1, The Cascade System, shows what
types of services will be available during the coming school year. The tapered
design indicates the considerable difference in the numbers involved at the differ-
ent levels and calls attention to the fact that the system serves as a diagnostic
filter. The most specialized facilities are likely to be needed by the fewest children
on a long-term basis. This organizational model can be applied to development of
special education services for all types of disability.

All existing programs have been re-cast to provide for specific accountability
in terms of the delivery of services to pupils and to schools. Each level of service
is described in Figure 2. Description of Educational Programs.
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DENO, Evelyn "SPECIAL ,EDUCATION AS DEVELOPMENTAL CAPITAL"
Exceptional Children, Vol. 37, Nr. S. pp. 229-237...1970
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FIGURE 2. Description of Educational Programs.

I. Regular school situations in which allowances are made for the individual
differences of a typical school enrollment.

Ia. Regular school situation in which child needs and is provided with supple-
mentary services only; no basic modifications required in the school's
instructional offerings; child educated in regular classroom.

II. Regular school situation in which child requires some supplementary
teaching in the regular classroom; child may require some modification
in materials and procedures offered by the regular classroom teacher.

Ha. Regular school situation in which child receives specialized supplementary
teaching for example, in itinerant speech and hearing services, and
integrated programs for the visually and hearing impaired.
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III. Regular school situation in which child is enrolled and receives specializedinstruction in a special day class; child may participate part-time withregular class pupils in selected subjects.IV.--V. Special day class or school in which child receives full-time specializedinstruction in separate facilities and programs.VI. Home or hospital instruction for child who is unable to attend school.VII. Residential situation as in the Case of the schools for the blind and thedeaf, or a residential school for the mentally retarded or the emotionallydisturbed. Education is provided in addition to residential care.Lt. The Problem of Educating Exceptional Children

One of the major conceptual problems to be faced when we attempt to providequality special education is that of differentiating between those children andyouth who are truly exceptional and those who because of their disadvantaged anddeprived environments, enter the schools less well prepared thi.,1 the schools wouldlike. We must all be aware that there is a population of sof.4a"y disadvantagedpupils who share such characteristics as low economic status, low social status,low educational achievement, and limited ready potential for upward mobility.Their plight in the present educational system is quite well known. They areessentially normal pupils who are cause for much concern since their learningand adjustment in school is acutely below teacher expectations. "As a consequence,these children show in school disproportionately high rates of social maladjust-ment, behavioral disturbance, physical disability, academic retardation, andmental subnormality." (Gordon, 1968) These same children become readytargets of the referral process which would ultimately classify them as exceptionaland place them in special education, when in fact they reflect only the environmentwhich renders them incapable of experiencing what the school has to offer. Thisis far different from being exceptional in the sense of requiring special educationbecause of an impairment or disability. This is the problem of proper identificationof impaired, disabled, and handicapped children and youth.One major procedural problem has been the extensive study of special educationin the District. There have been a series of good studies, each producing a set ofrecommendations. The Working Party, The Passow Report, and the ExecutiveStudy Group reports all contain substantive reform measures, many whichremain applicable even today. Implementation is what is required. We in thepresent administration are indeed fortunate to have these works as referencefor our own efforts. We must now move toward implementation and providingfiscal allocations which will permit services to begin.It is also noteworthy that several "no-cost" recommendations have beencarried out within the past 90 days to provide for increased administrativecoordination and to initiate procedures for accountability within the DE partmentof Special Education. Several of these changes have served to highlight the needfor increased fiscal resources but other: have shown us clearly that quality educa-tion is a complex entity, a part of which is adequate financing. Other factors,including a high motivation anumg teachers for achievement, pride in a job welldone, and stringent evaluation of each person's performance in line with thebehavioral objectives of the Ikpartment are quite important.There are three overriding problems which are addressed in this report on needs.One factor which has beccme quite clear within the past 90 days is that improve-ment in special education in the District of Columbia is not simply to be obtainedby providing more classes for or more direct services to exceptional children.The problems are seriously compounded by poverty, oppresslim, and bureaucracy.Most severe of all is a crisis of public confidence in special education: its leadershipand services. This serious matter must he addressed through decisive policy andadministrative action designed to rebuild the public trust and to insure to eachand every parent suitable plae -ment and quality education for his impaired,disabled, or handicapped child. This is the problem of quality.There must be an immediate concern for unmet service needs. That is, theproblem of providing a continumn of special educational services which willinsure adequate psycho-educational assessment and individualized instruction foreach pupil, arranged in a careful and efficient sequence so that every identifiedchild has a place guaranteed for him. This is the problem of scope.There must be the establishment of a set of interlocking counterparts whichwill permit an integrated sequence of admiaistrative, instructional, and ancillaryactivities, all functioning smoothly on behalf of impaired, disabled, and handi-capped children. This is the problem of coordination.The major issues before the Department of Special Edacation at this time arethose which involve quality performance in the public eye, scope of services avail-
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able, and coordination. of activities into a smoothly functioning organization. The
following list summarizes the specific problems which must be faced.

ISSUE: Quality Special Education in the District of Columbia
a. Leadership must be developed
b. Level of instruction is below acceptable standards
c. Few trained supervisors and educational specialists
d. Inadequate assessment of children
e. Many children misplaced
f. Criteria for placement not explicit
g. Early identification program lacking
h. Basic classroom equipment lacking; space and supplies deficient

ISSUE: Scope of Special Education in the District of Columbia
a. Parents not considered part of teaching transaction
b. Containmentsegregated model being utilized
c. No follow-up on pupils
d. Special activity programs (art, music, PE) undeveloped
e. Lack substitute corps
f. Number of teachers, aides, clerical and supervision 1)er:R=6 inadequate

to task
g. Transportation aides lacking

ISSUE: Coordination of Special Education in the District of Columbia
a. No systematic prevalence study
b. Recruitment is sparse
c. No advanced level, publically supported training in D.C. area
d. High mobility among students
e. Communication with other agencies and private schools is minimal

From this list we have formulated those general needs of the department. They
are listed below:

1. Quality Needs:
active involvement toward raising the level of expectations among staff
series of efforts to assure confidence of parents and community
personalized supervision for all staff members
re-training, training and staff development in fundamental principles of

education and special education
improvement in the trainable mentally retarded program
2. Scope Needs:
expansion of programs and facilities
set of basic classroom equipment for each special education teacher
program for the educable mentally retarded child
program for emotionally disturbed children and youth
3. Coordination Needs:
strong liaison with administrative services department
placement and re-entry agreement with Department of Human Resources
central record keeping system for special education pupils
liaison with other youth activity programs
recruitment program in personnel department
There can be no doubt that serious steps must be initiated to simultaneously

provide resolution for each of the three biSlles cited. Further, there must be careful
attention to measures which will insure even development where problem areas
exist. For instance, we cannot increase number of children in special education
services without simultaneous expansion of management, instructional staff
supervision, instructional materials, and transportation. Any major thrust to
increase scope must be preceded by a comprehensive plan, adequately trained
staff, and a system of accountability, all now in early stages of development in
the Department of Special Education.

Quality can be achieved and in view of the seriousness of the problem certain
recommendations for training and staff development will be put forth. Scope can
be increased and certain recommendations for sersices and programs by category
will be put forth, including the establishmmt of a reimbursement formula based
upon identification of impaired, disabled, and handicapped children.

Coordination can be achieved and certain recommendations for interdepart-
mental liaison and for specific services to the Department of Special Education
will be put forth.

The major objective we must all seek is to provide those dimensions of quality,
scope, and coordination which will permit the re-establishment of public trust in
our services, by what we do rather than by what we say. Swift policy making and
administrative action is the order of the day and is the fundamental step now

75-590-7L-4
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needed to insure that all impaired, disabled, and handicapped children between theages of 3 and 21 receive adequate special education in the District of Columbia.
I I I . Cost Analysis Procedure

A cost analysis is appropriate to our problem in the District. The financing ofprograms is a matter of extensive public interest and professional study. Onlyrecently have there been specific procedures for determining how funds should beallocated for handicapped children. An empirical method for determining the addi-tional costs of educating handicapped children has come into wide use. Mostgovernmental units and policy groups now accept some formula for determiningwhy programs for exceptional children costs more. Cost differential is an acceptednotion and a particular method has been utilized in this report.
Cost differentia', agures were obtained from the major educational authority onthis matter. The Rossmiller Report (August 1970) was a comprehensive study ofprograms and costs for educating exceptional children in selected school districtsacross the United States, inehiding one city comparable by population to theDistrict.
The study is extensive and provides, as one of its findings empirical data oncosts associated with educational programs for special eductaion, costs by pro-gram category, and projections on the cost of educating exceptional children in1980. The Rossmiller Report is recognized as a major reference for identifyingfinance configurations and a cost index which would permit sound fiscal planningand forecasting of needs, particularly at a time where budgetary focus is onPPBS methodology and cost benefit analysis as an evaluative device.
A cost differential index is applicable for long and short range planning. Factorsconsidered in the index are:
1. Management

1.1 administration
1.2 clerical and secretarial

2. Instruction
2.1 teachers
2.2 teacher aides

3. Instructional Support
3.1 supplies and equipment
3.2 guidance and counseling
3.3 in-service education

4. Institutional Operations
4.1 operation and maintenance
4.2 fringe benefits
4.3 substitute and leave of absence

5. Services
5.1 health
5.2 food

Separate cost data with regard to cost of transportation per pupil transportedand cost of capital outlay are not included within the index. The major focus in
this report will be those factors which are directly in the hands of the Departmentof Special Education and cost estimates must further be refined to determinedivision of responsibility. There must be no doubt that these ancillary factors
must be considered if comprehensive planning is to become a reality and if we areto realize an integrated, coordinated system for the education of exceptionalchildren.
Use of the Special Education Cost Index

The Rossmiller cost. differential index by category of exceptionality is shownin Table 1. The index figure represents the difference per pupil for the exceptional
child. When multiplied by the per pupil expenditure for regular pupils, a cost forthe exceptional child can be obtained.
For instance:

The cost index for a Blind child is 2.97. This index is multiplied by the regular
per pupil cost of $976 to obtain the cost of educatinga Blind child as shown here:

index 2. 97
per pupil cost X $976

cost of education for a Blind child $2898.72
Thus, it costs $1,922.72 more to educate a visually impaired child than a normalchild. Similar differential figures cad be obtained for all exceptionalities and areshown in Table 2.
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This method of computing costs is utiliwd throughout the report. It is consid-
ered to be a stable method for determining amount of funds needed to provide
quality special education.

One fact which is quite clear from the tables is that we are presently spending
less for our present t.pecial education program than we should be to adequately
educate the students. According to the cost analysis procedure our current per
pupil expenditure is $2,313.13. The cost index method tells us that we should be
spending $2,371.18, a difference of $58.05 per pupil. This important finding has
consequences for the quality of our programming and provides a sound estimate
of needed additional funds per pupil. Quality special education requires that we
close this financial gap in our existing program.

TABLE 1.COBT DIFFERENTIAL INDEX FOR EXCEPTIONAL CHILDREN

Category of Exceptionality: Cost Index

Educable Mentally Retarded (EM R) 1. 87
Trainable Mentally Retarded (TMR) 2. 10
Emotionally Disturbed (ED) 2. 83
Specific Learning Disabilities (SLD) 2. 16
Crippled and Health Impaired (C, OHI) 3. 64
Hearing Impaired (HI) 2. 99
Visually Impaired (VI) 2. 97
Multiply Handicapped (MH) 2. 73
Homebound/Hospital (HH) 1. 42

D.C. Per Pupil Expenditure for Special Education 1972 Estimate by Budget
Department

Per pupil expenditure: Cost index

Regular $976. 00
Special education 2, 313. 13

This figure was obtained by removing special education expenditures from the
citywide per pupil costs of $1,162 and re-computing the regular program per
pupil cost ($976).

TABLE 2.COST PER INDIVIDUAL PUPIL IN VARIOUS CATEGORIES OF EXCEPTIONALITY AS COMPARED TO
AVERAGE PER PUPIL EXPENDITURE OF $976

Exceptionality Cost index

Cost Per
exceptional

child
Additional

cost

EMR
TMR
ED
SLD

1. 87
2.10
2. 83
2.16

$1, 825
2, 050
2. 762
2. 108

$849
I, 074
1, 786
1, 132

C OHI 3. 64 3, 553 Z 577
Hi 2. 99 2, 918 1942
VI 2. 97 2, 899

,
1, 923

MH 2.73 2, 664 1,688

Note: Average cost to educate an exceptional child In the District of Columbia equals $2,371.18.

IV. Unmet Needs: Children and Y outh Now in Special Education and the Waiting
Children

The history of special education in D.C. has been one of late development,
uneven growth, and constant pressure to do more with limited resources. Thus,
quality of programming has suffered. Children now in special education programs
are inadequately served because sufficient funds have not been made available.

Our fir: t cost analysis and recommendations have to do with obtaining the
proper amount of funds to insure a quality improvement for those children now in
existing special education programs. While many may consider that the present
funding level provides the proper quality of services, we have reason to suspect
that it does not and that a supplemental allocation is needed to bring the present
program up to acceptable funding standards. Table 3 shows the number of children
presently receiving special education services from the adjusted FY 72 operating
budget figure of $6,994,900.
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TABLE 3.-NUMBER OF SPECIAL EDUCATION STUDENTS RECEIVING SERVICES

Exceptionality District
programs

Tuition
grants Total

EMR
103 103TMR
586 130 716ED
569 79 648SLD
96 30 126CAI

228 10 238HI
58 184 242VI
23 40 63MH

32 32Home/hospital
345 345MIND

2, 250 2, 250
Total

4, 258 505 4, 763

By using the Rossiniller cost index the cost of providing quality special educa-tion services can be computed.
Table 4 provides that information by exceptionality. Because of the separateallocation to the tuition grant program per pupil costs for those 505 childrenwere not computed. The MIND program allocation was also handled separately.Thus, Table 4 gives the amount of funds which should be available to providequality special education for pupils now attending District services.It requires $7,061,396 to hold the line and to achieve quality in the presentprogram. This is $66,496 below the current $6,994,900 for F Y 1972.It is recommended that a special allocation of $66,500 be sought to j....ovide thepresent special education program with a justifiable qualitative increase.

TABLE 4.-COST FOR CHILDREN NOW IN SPECIAL EDUCATION PROGRAMS, EXCLUDING TUITKINGRANTS AND MIND

Exceptionality Cost per
pupil Pupils

Total
cost

EMR
$1, 825 103 $187, 975TMR
2, 050 586 1, 201, 300ED
2, 762 569 1, 571, 578SW
2, 108 96 202. 368C NI
3, 553 228 810, 084
2, 918 58 169, 244VI
2, 899 23 66, 677MR
2, 664 0Home/hospital

Total
1, 386 345 478, 170

2, 008 4, 687, 396Tuition grant program
505 1, 300, 000MIND program..

2, 250 1,074, 000

4, 763 7,061,
-
39

Total

Unmet Needs: The Wailing Children
It is well known that active referral and testing has taken place within theDistrict schools. The Department of Pupil Personnel Services provides a systemfor identifying more children than current placement stations can manage.Recommendations for special education placement either in the District programor through tuition grants far exceeds the present program capacity. While therecan be a challenge to the validity of the entire assessment and recommendationprocess it is nevertheless known that identification and assessment are adequatebut that placement is lacking.
There is a large number of children waiting for placement and immediate reliefis necessary. The next analysis provides data on that need.
A det.iled school by school survey of elementary age children who have beenrecommended for special education was recently completed. This informationalong with the numbers of children who have been recommended for tuition grantsand for whom funds are not currently available is presented in Table 5. This tablereveals what is known as "the waiting list" for special educatior services byexceptionality. There were, as of the week of September 27, 1971, 1,501. childrenwho require special education services and are not now receiving them. Most areattending regular elementary school programs.
No data are available for adolescents or for those children and youth who arenot now enrolled in a D. C. public school.
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Table 6 shows the cost of providing services which are urgently needed for those
children who require special education. These dollar amounts will provide services
and programs within the District for all 1,301 children rather than the more costly
and etaitroversial tuition grant effort.

The total amount required is 83,502,052 with particularly large allocations for
programs which now have a limited scope and require major expansion.

IT IS RECOMMENDED THAT A SPECIAL ALLOCATION OF $3.5
MILLION DOLLARS BE SOUGHT TO PROVIDE SPECIAL EDUCATION
SERVICES TO THOSE CHILDREN NOW NOT RECEIVING THEM.

TABLE 5.DIAGNOSED PUPILS RECOMMENDED FOR SPECIAL EDUCATION BUT NOT PLACED

Pupil personnel recommendation

Elementary
school survey,
Sept. 27, 1971

Tuition
grants Total

EMR 177 177TMR 92 169 261
ED 223 283 506SLD 329 85 414
C, OHI 12 12
HI 15 15
VI 6 6
MH 3 28 31
General special education 79 79

Total 936 565 1, 501

TABLE 6.COST OF PROVIDING SERVICES TO WAITING, LIST CHILDREN, ELEMENTARY

Exceptionality Cost Per pupil
Number of

pupils
Total cost

for program

EMR , $1, 825 177 $323, 025
TMR 2, 050 261 535, 050
ED 2, 762 506 1,397, 572
SLD 2, 108 414 872, 712
C,OHI 3, 553 12 42, 636
HI 2, 918 15 43, 770VI 2, 899 6 17, 394
MR. 2, 664 31 82, 584
Zeneral special education

Total

2, 371 79 187, 309

1, 501 3, 502, 052

Summary:
Costs required to provide quality special education to those children now being

served and to those children who have been recommended but for whom place-
ments are not available, have been computed. They are:

Miuiona
Existing Program Requirement $7. 061
1501 Identified Children 3. 502

Total required to provide for minimal needs 10. 563
FY 1972 Budget Request 6. 995

Additional Funds Required 3. 568
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VI. The Total Estimated Unmet Need
Any attempt to specify unnwt needs for all children rquires some degree of

speculation. One thing is certain, we do need to determine what our future efforts
must be to properly educate exceptional children. There will continue to be a
need for a continuum of services to these children and youth. While there will be
substantive hnprovements in the quality of living for many persons, whae
technology will perhaps make education more skillful, and perhaps medical
research and early childhood intervcntion programs will help prevent handi-
capping conditions, we will still be required to expend additional funds to educate
exceptional children, including the gifted.

We would hope that the future holds forth an extensive early childhood inter-
vention programs, which in the long run will have a preventative effect. Never-
theless, we do need some method for predicting future need. One such approach
is by calculating the incidence of exceptionalities in the school age population.

This approach is well established as a guideline for special education needs.
While the actual total of exceptional children can only be obtained by direct
census, specific program planning can take place based on an estimate of the
occurrence of a specific exceptionality in the total population. This method is
utilized by the Council for Exceptional Children and the U.S. Office of Education
in determining estimates for allocation of personnel and funds for special education.
It is likewise appropriate that D.C. Public Schools use this base line data for its
planning. The ability to plan, based upon incidence data far outweighs the
extensive effort which would be required to complete an actual census, although a
strong identification (early and on-going) does serve as a first step in determining
actual incidence.

Incidence statistics provide as sound a procedure now available for determining
need. Need is directly related to finance and it is from this point of view that we
present a substantive cost analysis.

Table 7 shows the estimated number of exceptional children in the District of
Columbia., according to an incidence formula provided by the Bureau for Educa-
tion of The HandicappedUSOE.

This data current to the present school age population. There is an estimated
18,296 children currently living in 1).C. who require special education services.

TABLE 7.ESTIMATES OF THE INCIDENCE OF EXCEPTIONAL CHILDREN OF SCHOOL AGE

Exceptionality
Percent

estimate

Estimated
number

of children
in the District

of Columbia

Mentally retarded 2.3
Educable 7, 776
Trainable 1, 516

Emotionally disturbed 2. 0 3, 280
Specific learning disabilities 1. 0 2, 036
Crippled, other health impaired .5 882
Hearing impaired . 575 428
Visually impaired . 1 164
Multiply-handicapped NA 2, 274

Total_ 18, 296

It is important to consider that these estimates are in no way to represent a
permanent state of need but provide a contingency plan for the establishment of a
continuum of services and an organizational plan for determining the scope of
services to be made available.

A cost estimate utilizing today's per pupil expenditure has been computed and
is shown in Table 8.
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TABLE 8.-IDEAL COST FOR TOTAL INCIDENCE OF EXCEPTIONALITIES IN THE DISTRICT OF COLUMBIA

Exceptionality
Total

incidence
Cost per

pupil
Ideal total

cost

DR 7, 776 $1, 825 $14,

.0.111,0110/0

191, 200'RIR 1, 516 2050 3, 107, 800ED. 3, 280 2, 762 9, 059, 360SUL 2, 036 2,108 4, 291, 890C, (Mt 882 3, 553 3, 133, 750HI 428 2,918 1, 248, 900VI 164 2, 899 475, 440MH 2, 274 2, 664 6, 057,940

Total 18, 296 41, 566, 280

The cost estimate of $41.6 million is of course simply a prediction and that
actual costs are affected by many other variables such as type of program to be
offered, organizational arrangements, and the degree to which the exceptional
child can be integrated with his non-exceptional peers. There is also the importantfact that some programs are more costly than others. program by program
comparison for present, waiting, and total needs is presented in Table 9.
TABLE 9.-COSTS OF SPECIAL EDUCATION FCR PRESENT EXPANDED AND ESTIMATED NEED IN DISTRICT OF

COLUMBIA IN MILLIONS

Exceptionality
r resent

program
Waiting
children

Estimated
need

EMR
$217, 000 $323, 025 $14, 191, 200TMR 1, 386, 000 535, 050 3, 107, 800ED I, 814, 000 1, 397, 572 9, 059, 360SLD 233, 000 872, 712 4, 29/ , 890C 0141 935, 000 42, 636 3, 153, 750HI
195, 000 43, 770 1, 248, 900VI 76, 000 17, 394 475, 440MH

82,584 6, 057, 940General special education

Subtotal

522, 000 187, 309

5, 408, 000 3, 502, P"9 41, 566,280MIND 1, 074, 000Tuition

Total

1, 300, 000

7, 782, 000 3, 502, 052 41, 566,280
Number of children 4, 763 1, 501 18, 296

This amount of $41.6 million is the best estimate of how much be requiredin an ideal situation where every child's special education need would be met.
VIII. Staff Development and Leadership Personnel: Special Needs

The unique mission of Special Education requires that the Department be
engaged in a systematic pattern of re-training, training and staff developmentof the entire department. No single or isolated session will obviate the need for
a comprehensive sequential twelve months plan. This need can only be met by a
continuous mandated program of staff development for all staff during the aca-
demic year 1971-72 conducted in conjunction with a public in.stitution of highereducation.

Needs, recommendations and action statements for increased services and
modifications of service in the Department of Special Education have been setforth. There should be no doubt that the issues which must be faced are serious
and will require a level of personal responsibility and a degree of change seldom
assumed in public :whool systems. Inherent in the needs are specific programs of
staff development which will require a commitment which reaches beyond the
current state of affairs. Staff development which seeks to impart attitudes,
knowledge and skills is essential to the implementation of the Design for Achieve-
ment and is a requirement for the future of Special Education in Washington, 1).C.
Staff development which provides the opportunity for an undertrained, new De-partment of Special Education to accomplish its mission is absolutely essential.
Special education, as a discipline, is fortunate to have many rich resources upon
which to draw for staff development activities. What is required is planning, im-plementation, and feedback results, and the allocation of funds and time. Allare essential to the conduct of an effeeive staff development program.
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The program will focus on the following:
1. Humanistic Education and the development of achievement motivation

techniques :
need for achievement
--need for affiliation
need for power
This will be a specific training effort which will provide staff with an introthiet ion

to methods of phychological education, taking action, and learning to help which
are basic to understanding the handicapped.

2. Curriculum Development and Pedagogy, including
needs assesstnent
t he teaching of reading and mathematics to handicapped children
creating realistic standards and expectati()ns
classroom management techniques
use of behavioral objectives
This will be a specific training effort which will provide staff with an opportunity

to build and apply basic psycho-educational assessment methods and the learning
center philosophy.

Needs: Action Strategies and Cost
1. Create a position of Supervising Director for staff development.

This position will encompass the area of preventative educa-
tional action programs $17, 500. 002. Consultants Services 1, 000. 003. Create two clerical support positions:

7, 631. 00GS-4 6, 823. 00

Total 32, 954. 00
4. Release all special education pupils on Thursdays at 1:00 p.m. during the

school year to provide release time for all teaching and supervisory personnel
to become involved in a sequential staff development program.

5. That, all Federal funds for training be devoted to the staff development program
and that additional funds be sought in conjunction with local university
programs. Cooperation with the Staff Development Department and with
Innovation Team is essential to accomplishment of this goal.

Staff development is the main priority for the 1971-72 school year. Our emphasis
must he on inculcating knowledge, attitudes, and skills, but most importantly, on
building morale and motivation to work toward collectively derived goals. In this
regard, a major effort through staff development will be to build teams and
instructional clusters where individuals learn from each other. A secondary effort
will be to provide key staff with models of excellence, including the benefits of
pooling skills and close supervision.

The development of a suitable administrative organization for special educationis an important goal. The organizational plan for a large metropolitan area, in
addition the Nation's Capital, should reflect a high degree of competence and
professional expertise. The District's uniqueness as a state and local agency giving
special education services to children from many countries and to many influential
persons requires a strong administrative component.

Many new programs and services must be initiated, beyond the basic and
fundamental effort. The future holds forth the need for bi-lingual staff, the
development of an extensive parent involvement program, a nation-wide recruit-
ment effort, a guidance program for 2xceptional children, and new efforts at
insuring the rights of children through child advocacy programs.

Each of these internal increases in effectiveness requires proper, sensitive
administration.

Effective coordination and direction of the services anticipated definitely
re nires additional major administrative positions. It is recommended that the
fol owing additional positions be established:
Director of Special Education, 2 additional positions $40, 000
Assistant Director of Special Education for Placement Services,

position
1

15, 000
Transportation Coordinator 15, 000
Administrative Aides:

GS-8, 2 positions 20, 000
GS-6, 4 positions 32, 000
GS-4, 3 positions 15, 000

Total Special Administrative Request 101, 000
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Emphasis must iv placed on attracting p rsons with known administrative
experience and leadership ability for the E.striet's special education iirograms
of the future. Nothing less can get the gigantic task aceoznplished.
VIII. General 1?ecommendation8

A. Future Oriented and Preventative in Nature
1. Programmatic

a. That. support be given to quality improvements in special education
through provision for adequate supervision, high teacher expntations,
and parental involvement in the education of exceptional children and
that specific staff changes take place.

b. That a system of reimbursement be formulated to insure that
adequate resources are available for identified exceptional children. The
reimbursement should be based upon a weighted formula multiplied
against the additional total per pupil cost as the means for determining
allocations for exceptional children.

c. That there be established an early identification system in the
Dist Het of Cl( dumbia, including an extensive pre-school intervention
program for children between the ages of 3 and 5.

d. That the Department. of Special Education establish a network of
learning centers for handicapped children so that learning and adjustment
problems can he solved within the context integrated schooling rather
than through self-contained special classes.

2. Financial
a. That there be established, from regularly budgeted funds a state

planning office for special education programs. The function of this
statewiee office would be to engage in adequate needs assessment of
pupils, coordinate delivery of services, and provide for systematic
evaluation for all special education programs. Minimum allocation:
$150,000 and 4 positions.

B. Immediate and Corrective in Nature
1. Programmatic

a. That the present MIND program be changed in nature and capa-
bility to meet the educational needs of the educable mentally retarded.

b. That the majority of funds available under Public Law 59-313
along with an allocation from Title III and Public Law 91-230 be set
as:de for an innovative quality improvement effort for trainable mentally
retarded children.

c. That the authorized "set aside" of Title III Funds be utilized
entirely for the initiation of plans and pilot program for a city-wide
service fel: emotionally disturbed -children and youth.

d. That impact aid funds be utilized to provide an immediate increase
in administrative, clerical, supervisory and resource staff in the general
special education program.

e. That 3% of the. funds in the tuition grant program be allocated to
staff positions which will provide efficient administration and supervision
of that important program.

2. Financial
a. That a special appropriation be sought to provide planning, im-

plementation, and special educational programming for educable mentally
children in the District of Columbia. Allocation: $65,000 and 3 positions.

b. That a special appropriation be sought to establish a central record
keeping system for the Department of Special Educatioa and to ade-
quately staff a central registry system. Allocation: $32,000 and 2
positions.

c. That a special appropriation be sought to provide basic instructional
equipment. in every existing special education classroom at a cost of 1,000
per classroom. Total allocation t. 175,000.

d. That a special appropriation be sought to adequately support the
Special Education Materials and Media Center so that services will
readily be available to all teachers. Allocation: $175,000 and six positions.

/X. References
1. Rossmiller, R. A., Hale, J. A. and Frohreich, L. E. Educational Programs for

Exceptional Children.: Resource Configuraticns and uosts. National Educational
Finance Project. Special Study No. 2.

2. Facts and F igures 1070-71. Public Schools of the District. of Columbia, Washing-
ton, D.C.
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3. A Design for a Continuum of Special Education Services. Division of Tnstruction,Maryland State Department of Instruction, June 1969.4. Toward ?reating a Model Urban School System: A study of the Washington, D.C.Public Schools. 1967.
5. Crisis in Child Mental Health: Challenge for the NY a. Report of the Joint Com-mission on Mental Health of Children, 1970.
6. Tannenbaum, A. J. (ed.) Special Education Programs for Disadvantaged Childrenand Youth. Council for Exceptional Children, 1968. Chapter I: "A View of theTarget Population" by &hound W. Gordon.

SUMMARY OF FISCAL RECOMMENDATION

A. Qualitative Increase:
1. Services
2. Staff Development
3. Lmdership .
4. Planning Coffice
5. EMR Staff
6. Central Record System
7. Basic Classroom Equipment
8. Materials & Media Center

$66,
32,

101,
150,
65,
32,

175,
175,

496
954
000
000
003
000
000
000

Total 797, 450
B. Unmet Need-1,501 children
C. Estimated Total--Unmet Need 3,

41,
402,
566,

052
280

(DO



PRELIMINARY FACT SHIMS FOR DISTRICT OF COLUMBIA COMMITTEE,
HOUSE OF REPRESENTATIVES

JOHN L. MCMILLAN, Chair WM

D.C. MENTAL HEALTH ASSOCIATION
for

HEARING ON NEEDS OF MENTALLY ILL CHILDREN IN D.C.

Tuesday, March 14, Ion, 10:30 A.M.

Descriplione Included
(1) The D.C. Mental Health Association
(2) Mentally Ill Children
(3) Residential Psychiatric Treatment Program
(4) Special Education

(I.) DESCRIPTION OF D.C. MENTAL HEALTH ASSOCIATION

The D.C. Mental Health Association is a voluntary citizens' organization in-
corporated in 1953 for the following purposes:

To improve the care and treatment of the mentally ill
To imp.-ove methods in prevention, diagnosis and research
To promote mental health
Programs to fulfill these purposes and to improve the quality of life in D. C.

am carried out through direct services and social action. Examples:
. . . social work and community service to 200 adult former mental patients

living in foster homes
. . . job-finding for former mental patients

. volunteer service at St. Elizabeth's Hospital
. . . public education

. promotion of mental health careers among high school students
information and refeiral services

. . . assistance to public and private agencies in planning mental health pro-
grams

. . . monitoring public budgets, laws, regulations and administrative procedures
affecting the mentally ill and their families

. . . study of amount and quality of services and dissemination of facts

. . . development of demonstration projects; e.g., the Child Learning Center for
Fre-School Children in Foster Care

The Association is a United Givers Fund agency and a Division of the Na-
tional Association for Mental Health.

(2) DESCRIPTIONS OF MENTALLY ILL AND EMOTIONALLY DISTURBED CHILDREN

Two descriptions of emotional disturbance are presented to indicate the range
of considerations involved.

The first is from "The Needs of Exceptional Children in the District of Colum-
bia," a report prepared by. the Department of Special Education:

"Seriously emotionally disturbed individuals exhibit one or more of the following
characteristics over a long period of time and to a marked degree:

(1) Inability to learn that cannot be explained by intellectual, sensory or health
factors.

(2) Inability to build or maintain satisfactory interpersonal relationships.
(3) Inappropriate behaviour or feelings.
(4) General pervasive moqd of unhappiness or depression.
(5) Tendei:cy to develop physical symptoms, pains or fears associated with

personal or school problems.
(55)



'rhe second description is taken from natterial to be presented eo the House
District Committee on March 14:

"An einotiontally disunited child is one who has difficulty io eving with his
life: his personality develope,tent has been interfered wita by factors in his en-
vironment. Ile seems hnmature for his age and there is a lag ill his intellectuat
potential, Wild/ may be normel or higher. He 'nay interact in an tmaeceittable way
with his peers. Ile may have temper tant rums and crying spells; perhaps at. times
he b.engs his lwad against the wall unceasingly; or he may walk on all fours and
bark 111w a dog; or he may only relate to a tree, not to his mother or teacher;
or he may withdraw inside himself and refuse to communicate with human beings;
he itte, difficulty in controlling his impulses and difficulty in learning. And those
who are most severely ill may try to rill themselves and/or others.

(3) DESCRIPTION OP ItEstD ENT IA i. SYCH I ATRIC Taii.vrm ivr PROGRAM

Residential treatment. is essentially a therapetutic milieu in a facility which
provides corrective life experiences to counteract the damaging and painful
exiwrienees hiehi led to the child's emotional disturbance. It provides a variety
of programs that. include different forms of individual and grour therapy, edu-
cation, mtrsing care and the other kinds of care required for 24-hour living.
Treatment takes plece within a consistent, planned environment. It requires a
staff of skilled personnel, trained and experienced in workhig with children and
able to collaboratn in a complex and highly varied program.

This treatment also requires collaborating with people close to the child;
such as, parents, other family members and teachers. It should often include
supportive therapy with the family.

This 24-hour program must be part of a carefully constructed comprehensive
continuum of services as close to the child's honne as possible.

The facility in which the program is provided should be small enough (20
beds) to provide a non-institutional atmosphere and individual attention. Such
a favility can serve (when out-padent and day-night care is included) up to 100
children.

(4) DESCRIPTION OP SPECIAL EDUCATION*

: pedal Education is that lost of education which devotes its attention to
students who, after a profe..sional evaluation and/or appraisal, are considered to,
exhibit one ow a combination of the following:

impairment : defective bodily structure (senses, systems, organs, members,
etc.)

disability: a limitation of activity when eompared with other individuals
of similar age, sex and culture.

lmndicap: a nduetion of personal or social efficiency and the stigma
t herefrom.

These pupils are generally known as "exceptional" in terms of the usual man-
ner of classifying human problems. A. Department of Special Education exists for
the purpose of educating those children who are exceptional physically, mentally or
emotionally to the extent. that. they require special educational services in order to
develop to their maxintum capacity.

Special Education, in practice, concerns itself with:
(a) an altered instructional enviromnent which will attend itself to the

educationally significant attributes of the student's cemdithm. ,

(b; Specialized materials and methods of instruction.
(c) Provisiont for the interweaving of non-educational therapeutic proce-

dures into an educational process.
(d) Teachers with specialized training in education of exceptional children

and the temperament to carry out their unique role.
Special educational methods and techniques provide for instruction of children

in subject and content but with cognition, perception, langum, emotions and
social forces as constant criierion variables which each tear " must know,
monitor and teach to, in a personalized form of instruction.

Mr. Fowiam. Our other request, sir, is if you would keep the record
open for ten days, we would like to submit some additional material,
material specifically in respect to what Mr. Abernethy

*From "Needs of Exceptional Children in the District of Columbia," prepared by staff of the Depart-
ment of fii.eeial Education, D.C. Public Schools, October, 1971.
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Ir. NIc.MILLAN. Without objection, and I'd like to say to you,
Ms. Bregman, I think, if it's necessary for ally legislation, we'd be
happy to introduce it. In fact, every member will be happy to go on
this 13ill as a sponsor.

Mrs. BREGMAN. Thank you very much, Mr. Chairman, thiu's very
gratifying.

Mr. MeMILLAN. Do you have any other people you would like to
have speak before we adjourn?

Mr. Powiani. We have Dr. Lourie.
Dr. LOURIE. Reginald Lourie, Department of Psychiatry, Children's

Hospital and Director of the Oak Crest Udldren's Center.
I think maybe one answer to the question of manpower might be

looked at in terms of the number of child psychiatrists that were here
twenty-five years ago when 1 first came to this town. There were two
trained chilcl psychiatrists. There cue nmv a little over one hundred.

So that we have probably the largest., fastest growing new
specialty in the field of medicine, and paralleled with this grows a
whole range of related professionals who work with us and possibly
the best way I could respond to .vhat has been talked about is to put
it into the form of a story, one about three men sitting on a river bank
fishing and in current of the river there are a couple of children floating,
struggling, and they are going to drown if nobody gets to them.

These men form a team, wade out apd they get those children, but
before they get them, there are five more floating clown the river in
the current, and they wade out and get those, but before they get
those, they are ten more end they are hauling and pulling, and lots of
the children are getthig away from them, and one fellow quits and he
starts walking up stream and the other two yell to him, get back here;
can't you see all the work we've got to do?

And the first fellow says, the devil with that, I'm going up around
the river bank and get the guys that are pushing them in.

So that we need tne haulers and the pullers and with a variety of tools
to work with, but we also need those people who are going to follow
the man going around the river bank doing the preventive work that
the third reconnnendation you heard today would make available.

Mr. MCMILLAN. Thank you very much. various docunwnts
and exhibits which you have brought with you will, without objection,
be included in the record. (See Appendix).

Dr. Allen, would you care to make a brief statement before we
adjourn?

STATEMENT OF DR. LEONARD ALLEN, CHIEF, BUREAU OF DEVELOP-
MENT DISABILITY, D.C. MENTAL HEALTH ADMINISTRATION

Dr. ALLEN. My name is Leonard Allen, I'm with the Mental Health
Administration, and I don't believe thcre's very much I can add to the
statement Mrs. Bregman has made and Dr. Lourie has made.

I would like to emphasize, however, the report that Dr. Lourie has
so eloquently demonstrated in his story, that our concern is basically
with prevention.

We are concerned with curet we are concerned with treatment
but prevention is our primary interest, and the ne,d here lies not
just in additional psychologists and psychiatrist and social workers
and teachers, but better housing, better schools, better opportunities
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for people to grow up in an environment which is not conducive tothe developments of kinds of problems which we are faced with.Thank you, Mr. Chairman.
Mr. MCMILLAN. Thank you very much.
Mr. FOWLER. Mr. Chairman, Mr. John L. Johnson who is associ-ate superintendent for special education in the D.C. schools wouldlike to make just a brief statement.
Mr. JOHNSON. Thank you, Mr. Chairman, and members of the

Committee.
I would emphasize the points already made in the testimony, that is,the part of the treatment of any child who is emotionally disturbedand mentally ill is that he has a right to public supported educationsuited to his needs.
The public schools in the District of Columbia, particularly in thepublic education department, as one of the newest departments has agigantic responsibility to attempt to meet the needs of the more than1500 children we know of and to build and develop a system of serviceswhich helps to prevent the kinds of problems we are here today speak-ing of.
M y own particular field of expertise in special education began as ateacher in a psychiatric hospital and in working in child guidanceclinics and having served as the Vice President of the Michigan

Association for Emotionallv Disturbed Children, T. have a fairlyintimate knowledge of the 'kinds of programs which are necessary,and the testimony that has been presented here today is a cooperativetestimony and we're hopeful that the Committee and any otheragencies and organizations of government officials will see to it thatth.e needs of our children who are disturbed are met and that theservices are provided.
Thank you.
Mr. MCMILLAN. Thank you.
I'm certain that every member of this Committee is very sympa-thetic to the fine work that you people are doing and we want tocooperate in sponsoring iegislation to this effect.
Mr. FOWLER. Thank you, Mr. Chairman. We'd like to thankyou once again for your attention and interest this morning.
Mr. MCMILLAN. The Committee is adjourned.
(Whereupon, at 12 p.m., the bearing in the above-entitled matterwas adjourned.)
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CHAPTR VIEmoTioNALLY DIsTmtiwn AND MENTALLY ILL CHILDREN AND
YOUTH 1

This chapter is specie cally concerned with problems of mental illness and
serious emotional disturbance of chi!dren and youth. The earlier chapters of this
report. were focused primarily on the programs that are needed in this country to
prevent emotional and mental disorders and to promote mental health in our
young population. Preventive programs have been emphasized along with pro-
grams that promote positive mental health, with positive mental health being
defined as more than the absence of mental illness or severe emotional disabilities.

These programs are not seen as being in place of, or necessarily completely
separate from, the other more massive, preventive programs that have been
discussed previously in this report. Ratter, they are $('en as being chiefly more
intensive and more specific in their emphasis on the provisions of pychiatric and
related services for children and youth with severe problems of mental illness
and emotional disturbance.

It is very probable that most, if not all, of these disabilities are an extreme
manifestation of the universal difficulties that human beings encounter in the
course of their growth and adaptation to the complex process of becoming effective,
contended, contribtiting members of society. Thus, programs aimed at promoting
positive mental health may, in part, serve more seriously handicapped youngAers,
but general mental health and related services, by themselves, are usually in-
adequate to meet all the needs of the seriously afflicted. Thus, specialized programs
must be added to those more general ones that have been espoused earlier in
this report.

DEFINITIONS OF MENTAL ILLNESS AND EMOTIONAL DISTURBANCES

There is considerable confusion at present. regarding the definition of mental
illness and serious emotional disturbances. Many different diagnostic categories
and ways of viewing the problem exist. This is related to the fact that child
psychiatry and clinical psychology are rather new fields, and that the major
emphases have been on treatment rather than research. Moreover, the search for
clear, definitive understanding of emotional and mental disorders has proven to
be exceptional!) baffling and complex. A full discussion of these matters is out

1 The subject of mental health manpower is not discussed in this Chapter. See Chapter XL
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of place herethe American Psychiatric Association and other professional
orgaidzations are currently working towaals more generally accepted and widely
used systems of definition and diagnostic categories. A few of the current formula-
tions will be presented in the oages that follow.

F('r example, some authorities suggest that there are five major categories of
emotional and mental disorders when they are viewed in terms of their origins.
These cutegories are as follows: 1) faulty training and faulty life experienees,
2) surface conflicts between children and pa.ents hi reference to such adjustment
tasks as relations betw('en siblings, school, social, and sexual development,
3) deeper conflicts which become internalhed within the self and create enmtional
conflicts within the child (these are so-called neuroses), 4) difficulties associated
with physictil handicaps and disorders, 5) difficulties associated with mental
disorderl (the psychoses) . It is prop-med that 80 percent of emotional problems are
related to the first t..e categories; 10 percent to the third category; and 10 percent
to the fourth and fifth. In reference to the first largo group, highly trained mental
health specialists are not required for handlhig these kinds of problems; rather
such children can generally receive sufficient help from a variety of people wlm
work with them, such as parents, teachers, public health and school nurses, etc.

1)r. Dane Prugh has worked out a system for diagnosing, classi!ying, and
treating emotional and mental disorders. He ties this system primarily to the
developmental stage of the child and the degree to which he is handicapped or
suffering from dysfunction. Prugh sees mental health as being largely on a con-
tinuum, ranging from excellent to very poor psychosocial-physical functioning.
His charts will be found in the Appendix of this chapter. This approach appears
to be particularly promising.

The Committee on Child Psychiatry of the Group tor the Advancement of
Psychiatry proposes a classification system divided' into the following main
categories: healthy responses, reaction disorders, developmental deviations,
psychoneurotic disorders, personality disorders, psychotic disorders, psycho-
physiologic disorders, brain syndromes, mental retardation, and other disorders.

This Committee also adlopted three basic propositions to the effect that a)
there is a unity of mind and body and psychological and physical processes are
tlosely inter-related, b) diagnosis must be related to the developmental stage of
the child, and c) the child's behavior is deeply affected by his experiences in his
family and the larger society. The Committee further stresses that a child's
behavior is a product of multiple factors: physiological, psychological, and social,
but concludes that, at the present, a classification system cannot take into account
all of these factors in their great complexity and interaction.

Another approach, which might be termed social-psychological-educatiomd,
emphasizes that a child's behavioral difficulties are closely associated with gaps
or deficits in his learning of social, behavioral, and academic skills as a result of
failures and problems in his environment: family, school, and neighborhood.

Yet another approach to the definition and description of emotional disturbance,
not fully developed at present, may be called the ecological or systems analysis
of the problem. The child is seen as defining a small social system of which he is
an integral part and which includes his home, school, neighborhood, and largrn.
community. The behavior patterns of the child in the context of requirements and
expectations of a particular social system may lead to acceptance and support
of the child or to his rejection, to his being defined as "disturbed" or "delinquent"
or perhaps "mentally retarded." A child is identified as emotionallAdistrubed
when there is too much discord in the system when there is an intolerable dis-
crepancy between the behavior of the child and the expectations of the normal
socializing_institutions. This concept is increasing, a part of most classification
systems. When taken seriously it leads to intervention that may include conven-
tional psychotherapeutic procedin es but would involve other strategies as well
(Hobbs, 1966).

According to the Clinical Issues Committee Report, the emotional and mental
illness problems of pre-school children may include:

1) Childhood psychoses which art. the most serious forms of mentarillness and
which include such diagnostic categories as infantile autism and childhood
schizophrenia;

2) Childhood neuroses which are characterized by such symptoms as extreme and
unreasoning fears; continuing rituals carried out in a driven way; deep emotional
depression; severe shyness and withdrawal from people and the environinent;
compulsive manipulation of parts of the self such as pulling of olle'b own hair,
head rubbing, unceasing masturbation, and the like;

3) Children with minimal brain dysfunction who demonstrate such problems as
physical awkwardness, hyperactivity, and learning disorders;
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4) A large group of disturbances which lie in the area of behavioral problems.
"'rhe latter eategory includes the dangerous child, the child whose tantrums,
lying, and destructiveness set him apart from other en:Wren from a very early
ago" (Clinical Issues Committee Report, 1969).

5) Children with sexual deviations %.hich lead to confusion over their sex
identity and various forms of perversion and unusual sex interest. "Sonic boys,
for example, show marked feminine interests from age two or even younger, along
with compulsive patterns of sexual activity."

6) The Wlure-to-thrive syedrome is an important and serious condition
particularly found in some iaants and young children. It reveals itself in the
failure of sonic youngsters to grow and develop normally in the areas of physical,
intellectual, mid emotional development. This is becoming an increasingly wide-
spread problem and its origins are hicompletely understood, although at least
some of these children appear to ie) products or neglecting or unusually cruel
parents (Task Force II, 1969; see, also, Chapter V, Section I).

7) Children with physical or mental handicaps which are generally made more
disabling because of the associated emotional reactions of both parents and
children.

NATURN AND SCOPE OF PROBGEM

The Joint Commission has made the following definition of emotionally dis-
turbed children: "An emotionally disturbed child is one whose progressive per-
sonality development is interfered with or arrested by a variety of factors so that
he shows impairment in the capacity expected of him for his age and endowment:
1) for reasonably accurate perception of the world around him; 2) foi. impulse
control; 3) for satisfying and satisfactory relations with others; 4) for learning;
or 5) any combination of these. This definition would seem to cover, in a generul
way, the major features of the various definitions which have been sketched here.
In reviewing various treatment approaches, Gioscia and associates (1968) con-
clude that regardless of vat ying diagnostic and theoretical systems, the basic
methods of treatment tend to be fairly similar in actual work with disturbed
children and youth (see, also Chapter XII, Research). The goals of such treatment
are generally tied to the criteria of mental health presented above.
Incidence of Mental and Emolknal Disorders

Estimates vary as to the number of mentally ill (psychotic) children and
young people in this country. It i:3 estimated that about .6 percent are psychotic
and another two to three percent are severely disturbed. It is further estimated
that another eight to ten percent of our young people are afflicted with such serious
emotional problems (neuroses and the like) that they are in need of specialized
services. However, it appears that only about five to seven percent of the children
in this country who need professional mental health care are getting it (Gioscia,
et. at., 1968; Task Force V, 1968). According to the best available figures, only
about 500,60 children are currently being served by mental health facilities
(clinics, hospitals, private therapists) but over 7,000,000 young people under ago
24 need professional help.

As a nation, we do far better for our physically handicapped children than we
do for those with emotional and mental handicaps. For example, it is estimate
that 7.6 million children are in need of services for the physically handicapped and
that 5.6 million receive such services (Task Force V, 1968). It is clear that the
present dearth of mental health services will become more acute in the immediate
future. The child and youth population is growing and there are indications that a
larger proportion of this population will be in need of such services; for instance,
since 1950, the number of boys under age 15 in the population has doubled but
their number in mental institutions has quadr.ipkd (MMH, 1968).

Although mental health sereices for the population have been greatly expanded
over the past 15 years or so, we are falling far short of our frequently announced
national goals regarding a commitment to the youth of this nation. For instance,
Dr. Rexford of the Boston University School of Medicine writes "Our national
wishes and intentions to care adequately for emtionally disturbed children have
been articulated repeatedly and with eloquence." For example, groups of citizens
and government officials drew up the following statement at the 1930 White
House Conference:

The emotionally disturbed child has a right:
(1) to gruw up in a world which does w)t set him apart, which looks at him not

with scorn or pity or ridiculebut which welcomes him, exactly as it welcomes
every child, which offers him identical privileges and identical responsibilities.

(2) to a life on which his haadicap casts no shadow, but which is full day by day
with those things which make it worthwhile, with comradeship, love, work, play,
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laughter, and tears a life in itleh these things bring continually incntasinggs twt h. rie1Ines4, release of energies, joy in achievement.
There are in the United States: 2..100,000 children with well-marked behavior

difficulties including the more wrions mental and nervous disorders.
Even its early as fentr years of age, it. has beton shown that more than 33 percent

of the apparently normal children of self-sustaining families, averag:t intelligence,have detectable behavior difficulties.
A IMPrOIVIIShT program to prepare the emotionally handicapped child forlife's work must hwlude: earlY discovery and diagnosis whieh will determine thenature and extent of the handieap while it is in the incipient stages and when the

greatest possible benefit may be secured front care and treatment.
Protectie legWatiem which will make a comprehensive progrtun for the handi-

capped fully effective, safeguarding the interests of the handicapped as well as theentoloyer.
Research which will determine the fundamental CalisPs of mental and physical

disabilities and discover the most effective methods of prevention and control of
all handicaps.

National and central state agencies which will provide for the integratim of
national, state, and local educatiemal, vocational, industrial, health, and welfare
actiities in a, comprehensive plan on behalf of the handicapped child.

"Have we really made headway during these 30 years, years during which wehave attained the highest. per capita income the United States and indeed theworld has ever sem? %Vu can note lamentably limited progress. What has been the
cost to individual lives, what i ae waste to our nation of ignoring these recommenda-
tions? During 1967, the federal government. appropriated $1.11 billion for cottonprice support and one-twentieth that amount for child mental health servicesconceived in the broadest possible terms. What are oar prioritiw? Do we indeed
laish care upon our children? What happens between the rottsing statement of
the child's bill of rights and the feeble, inadequate implementation of these goals?"

Dr. Rexford also comments: "A curious factor has emerged about the basis for
this support. Certain public figures have given such an endeavor (mental health
programs) their interest in 'cutting down crime in the streets' . . . The extentand serionsness of youthful anti-social behavior are cogent reasons for wishing toplan more effectively and to tuneliorate mental disturbances in the young; the
pthisibility that. the youthful delinquent becomes a serious adult criminal is often
borne out. It takes one aback, however, t..) be told that protection of society from
its children in this direct sense is the compelling motivation of many influential
citizens for programming for emotionally sick children and youth and those athigh risks" (Rexford, 1969).

Our national failure to provide even minimally adequate services for the
emotionally disthrbed and psychotic children and youth in this country is related
to many factors. One of them is the greater emphasis that is generally placed onproviding programs for adults. For instance, special services required for childrenhave not been included in many Community Mental Health Center programs."The failure of the great majority of states to include any plans for children in
mental health programs presented to the U.S. Public Health Sem vice in 1963 ledto the convening of a national conference that year on planning child psychiatric
services within community mental health programs. However, the :ecent visit ofa survey tetun to eight Comprehensive Mental Health Centers planned with andfunded by the U.S. Pttblic Health Service brought forth the distressing observa-
tion that. only two had any kind of specific children's services and of these two
instances, only one offered a satisfactory program. There were no plans in the other
Centers to move ahead in providing appropriate children's services although thesehad been included in the original blueprin'.s . . . " Moreover, "Many ehild
guidance clinics are currently the nuclei for -.nental health center programs, their
staff serving adult patients, their activities for children steadily declining.

supposedly, this diversion from the childrm's program is temporary, but given
staffing realities in many communities embwking upon a Center program, it ma3r
not be unlikely that less service for childr,n will be available within so-called
comprehensive programs than was provided for children previously. It appears
that whenever in-patient beds must be allocated to adult or child services, the
latter rarely receive precedence. You may say that it is clearly more important
to have the bed for the adult patient, but is that true? Is the adult's depressive
and suicidal status so obviously more significant than that of a 10 year old boy
that no questions are raised about " decision? What of the sudering in the
present? What of the important for t m .ature?

'Who speaks for the sick children?"s a question which might echo across the
country these days as the planners, .;itizens, and government stgents sit down
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together (Rexford, IMO. The fundainental problm is not that adults are na
ceiving too ninny mntal health services; rather, the problem is basically that
there is a severe shortage 14 mental h( alth programs of all kinds for all age groupsin the population. Childrcu and young people are less well-served than adults,
although no group is adequately served.

This appalling lack of services, capeeially in reference to children and young
people, is extremely critical and short-sighted. The experience of psychotherapiKa
mid other clinical personnl hi the mental health field strongly indicates that the
roots of mental illness and sm e emotional problems most usually extend far
back int() infancy mid early chil.lho la1. In fact, many specialists in the field hold
that the origins of most such diaturbanees are found in a combination of consti-
tutional factors that are present in a child at birth, the efftats of these factors On
the feelings and attitudes of the child's parents (or other caretaiker ) and the con-
sequent interaction between the infant and the significant people in his environ-
m(nt in the first few months of his life I Lourie, 1967). Most clinicians agree that
an extremely important thne fur Nail remedial and areventive br(adly definedinertal health services is during the mother's pregnancy and the ..Try early years
of infancy and childhood (Clinieal Isaaes Committee Report, 1969). (See, also,(Jhapter VII.)

Despite this conceasus, the present tendency in the provision of mental health
services, to the exten that such services are available at all, is to identify children
in need of professkinal help and refer them for such help after the3 have reachedthe age of six or more and are found to present problems iii school adjustment.
There is considerable evidence, mostly derived from clinical practice and theoryand from related observations (Pavenstadt, 1966; Minuchin, et a/ 1967), thatthis is far too late for the niost effective intervention in the child's basic adjust-ment. By the time he has reac'. this age, his personality may have become
highly disorganized or set in rigid patterns that are not easily changed.This is not to infer that late treatment is of little use; appropriate mental
health services to children and youth of all ages may well be highly effective. The
major point is that early intervention is likely to be the most helpful and may wellprevent the cumulative c(unp( nmding of the child's difficulties. This is especially
likely to be the ease if early services are followed by a wide rtmge of supportive
services to further aid and protect the child and young person at mental healt ii risk.
Moreover, such contiauing services are needed because early treatment is not an
assurance that symptoms of disorder will not appear at a later date (Clinical
Issues Committee Report, 1969).

It is apparent that part of a reatty expanded investment in programs for the
mental health of children and youth should be focused specifically on treatment,
research and training in the field of services for the mentally ill and emotionallydisturbeil children and youth of this country, it is also apparent that particular,
but ttot sole, emphasis should be placed on programs for those infants and young
children who are in danger of developing disabilities of these kinds. Further
specific emphasis should be placed on the coordination of programs which are*
at present, fragmented and, at times, overlapping.
Epidemiology

We simply do not know for sure how many emotionally disturbed and mentally
ill children there are in this country. National epidemiological studies of mentalillness have not been carried out. As already stated, it is generallv estimated, onthe basis of partial data, that from .6 to three percent of our children and youth
suffer from psychoses and another eight to ten percent have severe emotional
disturbances. Among disadvantaged pre-schoolers, observation indicates that
about one-third may :tuffer from emotional or mental disabilities.

According to Itexford: "As a nation e-e have not been able to look honestly
at the scope of the problem of emotional disturbance in children and youth nor
at the size and quality of the resources available to cope with these children. We
have not, developed the systematic surveys, the categories of conditions, the
conceptual models, nor the adequate reporting and analyzing systems to knowwhere we are.

"Hewever concerned we may be about. the lacunae in our information regarding
emotionally disturbed children identified by psychiatric faciliies, the total
situation may be far more serious. A large population of the children residing in
correctional institetions, welfare homes, state schools, and foster homes undoubt-
ably auffer from emotional and behavioral disturbances. They may be labeled
dependent., neglected, delinquent, or retarded and there is no way under present
circumstances to include them in a comprehensive mental health survey. Each
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grouping of institutions has its own nor-. nelature and its own programming. There
are t hose who believe that the refarn, schools and correctional institutions of the
country are the sites of the same kind of neglect of mentally disturbed young
individuah, as the state hospital back wards were of adults."

It should be borne in mind that, for every child who hes a severe mental health
problem, many more are affectedthose who are in association with him in his
neighborhood and in his school, but most especially the members of his family.
In reference to families, alone, one could estimate that at least three other people
parents and brothers and sistersare intimately and deeply affected by a child's
mental illness or serious emotional disorder.

It is likely that the prevalence and severity of emotional disorders will become
worse in the future. This is related both to the increasing size of the child and
youth population and to the stresses and demands of modern society as they
affect young people of all socio-economic backgrounds, as pointed out, particularly,
in Chapter II. One important source of stress is that of poverty.

However, the precise extent to which poverty leads te higher rates of mental
and emotional disturbance is unknown. This is a complex matter beyond the
scope of this reportonly a few main points will be given here. Although there
appear to be higher rates of emotional and mental proLems ir the poverty
population, it is not entirely clear whether poverty itsel C4U .lese higher
rates or whether mentally ill people are more likely to drif o 1, tert:.. While
this theory of drift would not apply to children, it migh.. ,pply to older
yout li and to the parents of children who present emotional . I tatntal disorders.
Moreover, fewer physical and mental health facilitie:. A offer weventive
services are available to the poor. Then, too, it appears the t psychiatrists and
other mental health professionals are more likely to d:hgnose members of the
low-income population as seriously disturbed than m:ght be the case if they
were diagnosing people from other income groups (Schneiderman, 1965; McDer-
mott, 1965; Hollingshead and Redlich, 1958). This is related not only to less
understanding and acceptance of the poot but also to the fact that poverty evokes
adaptive behaviors that might be labeled as emotional di airbance or mental
illness in other, more affluent groups.

Thus, fatalism, distrust, physical aggression, and alienation from society are
commonly found among highly disadvantaged people. These might be regarded
SS positive and helpful adaptations to the poverty situation. However, simply
because these kinds of adjustments are called for because of the adversities of the
poverty environment it does not mean that such adjustmelts are positive in the
larger mental health sense. Rather, these behaviors indicate that the poverty
situation, itself, must be corrected and that, for poor people, particularly, the
community is also the patient.

Efforts to help disadvantaged children and youth make a more healthy
adjustment to life will not be effective unless their life situation is also changed.
On the other hand, this does not mean that mental health services should not be
made available to the very poor. Rather, stresses in the environment should be
relieved and, at the same time, high quality mental health services should be
provided since changing the environment will not, by itself, cure all the problemsthat it has caused within individuals. (See, also, Chapter IV.)

Serious emotional and mental disorders are not limited to the poor, by any
means. Being human is not easy for anyone. The processes of growing up are farfrom simple in our society. Probably all children and youth experience at least afew transitory emotional problems at some time in their growing up. These
problems are related to the growth process itself and to the requirements that are
placed on individuals if they are to become members of human society. The
majority of our children, with the help of their parents and other social organiza-
tions, manage the strains of growth and socialization well enough so that, asadults, they function with a fair to excellent degree of adequacy, at least most
of the time. (Chapters VIT and VIII.) However, as we have seen, a large number
of children and youth fail to escape the miseries and handicaps that are associated
with serious emotional and mental disabilities.

CAUSES OF POOR MENTAL HEALTH

The causation of mental illness and severe emotional disorders is a complex
topic. A full treatment of this subject is beyond the scope of this report; rather afew highlights will be given here. The causation of these disabilities is incom-pletely known and understood. There is general agreement among behavioralscientists and other mental health professionals that the causation of these
problems is various and multiple and is related to the interaction of constitutional
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and biological factors ; life experiences in growing up, especially in the family;
and social and economic stresses and/or deficits in the larger environment. In the
past decade, a shift in thinking has occurred within the mental health professions.

There is less focus on psychological conflicts within the individual and increasing
attention is being paid to social, familial, and cultural factors. Then, too, over the
past 30 years, psychoanalytic theories have placed increasing emphasis on develop-
mental phases and crucial growth processes during infancy and childhood (Oioscia,

et al., 1968: Clinical Issues Committee, 1969).

Constitutional Factors
There is increasing evidence that constitutional factors present in the child at

birth have considerable effect on his behavior and how he relates to people and
things in his environment. These factors are related both to his genetic inheritance
and to the physical health and situation of his mother during her pregnancy. For
example, a child may be born with a hunger drive that cannot be satisfied owing to
the physiological functioning of his body. Thus, he may develop a sense of distrust
abd dissatisfaction in his environment and fail to form the necessary dependent
and close relationship with his parents. The parents in turn may become increas
ingly frustrated with trying to meet the seemingly insatiable demands of this
kind of a child.

Another example of constitutional factors and their effect on behavior is that of
the hypersensitive child who finds pain, rather than pleasure, in being touched.
lie may, therefore, resist being cudciled and fondled by his parents. His turning
e way from them may eventually cause them to give up trying to make a relation-
ship with him. This kind of situation is one of the factors that may be related in
Fume cases to infantile autism or later neuroses.

Another situation is that of the hyper-active child who receives over-stimulation
from his own body. This kind of child is extremely difficult to handle and he finds
it hard to relate satisfactorily to his own environment. In an attempt to handle
his own strong impulses, he may develop rigid controls over his feelings and ac-
tivities and lose the important quality of flexibility of personality. Some children
who are hyper-active suffer from brain damage ; this situation, in and of itself,
may lead to rigid behavior patterns. (It should be noted, however, that hyperactiv-
ity is not always associated with brain damage.)

Babies differ in activity level at birth. Some are always active and some tend
to be quiet and passive; these tendencies will have differential effects on the
reactions of their fathers and mothers depending on the kinds of behaviors valued
by individual parents. Other constitutional differences can be seen in the way some
babies readily adjust to regular routines and others continue to be unpredictable.
Moreover, some babies adapt easily and adjust to changes in their life situation,
whereas others object strenuously to any shifts. There are differences also in terms
of sensitivity to stimulation, in ability to concentrate, and in length of attention
span. It is important that parents understand the constitutional characteristics of
individual babies and learn to be sensitive and adaptative to them. It is obvious
that parents will differ in their abilities to make these kinds of adjustments. (See

also, Chapter VII, Section I.)
It appears that a very small percentage of children are so biologically impaired

at birth that even the most skilled and sensitive parents are unable to guide them
into normal, healthy development.
Autism

A small number of children with very severe behavior and learning disorders are
diagnosed as "autistic". These children usually display bizarre, extremely with-
drawn behavior and have severe learning difficulties, although they are not men-
tally retarded. It is likely that autism is not one disorder but a group of disorders,
the causes of which are complex and very incompletely understood. Some clinicians
Battelheim for example, believe the d'fficulty to be psychological in origin, but
another group of investigators believe that genetic or congenital factors are
predominant. (See Chapter XII.) Parents of autistic children are faced with
tremendous emotional and physical stress as they seek to care for and guide their
handicapped youngsters. They must have help from the larger community in this
respect so that they do not have to carry th.eir heavy burdens alone. (See, also,
Chapter XII, Research.) They also frequently need specialized mental health
services for themselves and other family members because the presence of such
a child in the family can play into complex difficulties in the whole family interac-
tion system, including problems of family communication, depressive and guilt
reactions of parents and siblings, r.tc.
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Brain syndrome (often freguently also calle(l "minintal brain dpfunetion" or
"brain damage") (Clements, 1966)

The concept of brain dysfunction as a primary causative factor in learning and
behavioral disorders of children has received increasing attention over the past
20 years in the fields of medicine, psychology, education, and the language special-
ties. The rise in the number of so-called "children with ininimal bain dysfunc-
t ion" may, in part, lie explained by one or more of the following factors: incr(ased
refinenwnt in diagnostic techniques and skills over the last several years; b) the
growing need for more exact classification of the learning and behavioral disorders
of children; c) an apparent increase in the number of children with iwurological
impairments which, unfortunately, are Often related to the iniprovement of medical
services and the increasing ability of the medical profession to save the lives of
babies with defects associated with genetic iinpairm(nts or defects that develop
during pregnancy or were related to injuries at birth; d) a growing dissatisfaction
on the part of many professionals who deal with children who feel that psycho-
logical and social explanations of children's behavior problems and learning
difficulties are not always satisfactory (Clements, 1966).

Brain syndrome disorders are thought to be caused by impairment of the
brain tissue which may be brought about by a variety of factors including those
already mentioned and: accidents, certain illnesses, disturbances in physical
functioning, and seriously deficient nutrition. Although those dLsorders are rela-
tively permanent, many children show a remarkable ability to compensate for
them, to respond to special instruction, and to develop in a fairly normal fashk.n.
The effect of these disorders is not necessarily always related to the severity and
degree of brain damage. Outcomes in personality problems and learning disorders
are related to the child's basic personality pattern, his current emotional conflicts,
his level of development, the meaning of the disorder to the child and his parents,
relationships within the family, and special services available in the community,
most particularly in the school.

These disorders may not become particularly apparent until the child reaches
school and may then show up in learning disabilities, such as difficulty in learning
to read. Children with minimal brain damage often have normal .or higher
intelligence but may be labeled as being mentally retarded, primarily because
their problems are incompletely understood and are inappropriately handled
within the family and/or by the school.

Personality and learning problems associated with minimal brain damage are
frequently difficult to diagnose partly because the3r do not present themselves
in any particular pattern of personality or learning 'disorders. Diagnosis generally
depends upon careful observation of the child and a detailed history of the many
factors in his development (Group for the Advancement of Psychiatry, 1967).
Reactions to life situations

A disrupting crisis in the child's life may bring about a strong emotional reaction
which can cause a variety of emotional disorders, one of the most common being
a return to earlier levels of development. These crises may include severe illness
or death in the family, an accident or serious illness suffered by the child, severe
marital stress between the parents, father's loss of his job, and the like. Although
the birth of a new baby could hardly be called a crisis, it may well be perceived as
such by the child. How well a child adapts to such events as these depends on
many factors: his own constitutional and psychological strengths, the reactions
of family members, and supports and services available in the community.
Family behavior patterns

Although the experts vary in their points of view, there is growing recognition
that a child's emotional disturbance is frequently, but not always, associated with
the complex and intricate interpersonal relations within the family and the inter-
actions that the family has with the larger social system. Some experts hold that
difficulties within the family are not the basic cause of emotional disorders but
family problems arise initially out of the larger social and economic scene as well
as from the biological and behavioral characteristics of the child. "The structures,
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history, organization, boundaries, relationships of the family as well as the family's
place in the larger siocial unit of the coinmunity are regarded as critical aspects of
emotional disorders. Thus, these experts advise that there can be no complete
diagnosis unless there is a family diagnosis (difficult and complex as that may be),
and there can be no lasting cure unless the cure takes place within the natural
environment of the youngster" (Task Force II, 1968; Gloscia, a al., 1968).

However, thei is far from complete agreement on these points. Some specialists
take the view that emotional and mental disorders are very closely related in
their causation to the attitudes, behavior situation and functioning of family
members, especially parents. They call for an intensive treatment focus on intra-
psychic conflicts within individual family members and between these members.

hi reference to causation, there is clear evidence that lack of a close, dependable
warm relationship between an infant and his mother or mother substitute is
likely to have highly adverse effects on the physical and psychological development
of the child. (See Chapter VII, Committee on Clinical Issues, 1969.) Also, as
discussed in Chapter II, children who are cruelly mistreated by their parents
("battered children") suffer serious personality, as mell as physical, damage
(Committee on Clinical Issues, 1969). Marital conflict between parents and family
breakdown are also likely to have serious effects on the child's emotional health,
as presented in detail in Chapter IV.

In actuality, it is eNtremely difficult to arrive at clear understandings of the
various causative factors in emotional and mental disorders, partly because cause"
and effects are so intricately interwoven with each other and partly because such
a wide variety of social, economic, psychological, biological, and situational
factors are likely to constitute inter-coimected roots of the problem. (See Chapter
XII, Research.)
Cultural patterns

The cultural patterns or life styles of a family are largely derived from the social
group to which it belongs. These patterns include values, goals, and attitudes that
originally grow out of the group's responses to environmental conditions. These.
life styles are generally formed in early childhood and are deeply affected by the
individual's experience within his own family, although each individual interprets
these patterns in his own unique way. Such patterns have a strong effect on how
children are reared and how the family conducts its life. These life styles are
related to the family's national, religious, and ethnic background; even more
strongly, in our society, they are related to the family's social and economic
position in the community. Although, as pointed out in Chapter II, t.he cultural
patterns generally found in each social class have their own particular deficits in
reference to optimal patterns of child rearing, those life styles more frequently
found among the very poor are particularly apt to be harmful to the mental health
of the child. While it is recognized that these adverse patterns grow out of the grim
necessiV of adapting to a life of poverty, they interact with the many stresses
imposed by poverty and tend to further undermine the growing child's oppor-
tunity for positive mental health.

Although research findings are, as yet, fragmentary and inconclusive they point
to the seriousness of the problem. An overview of related studies strongly suggests
that very poor people, to a greater extent than others, often fail to adopt child
rearing and family life patterns that research indicates are associated with children
judged to be mentally healthy. These findings are summarized in Table 7 below.
(Those studies which reveal factors conducive to positive mental health include
the following investigations; Glidewell, 1961; Roff, 1959; Baldwin, 1948; An-
tonosky, 1939; Block, Patterson, Block, and Jackson, 1058; Law, 1934; Peterson,
Becker, Hellmer, Shoemaker, and Quay, 1959; Watson, 1957; Radke, 1946;
Porter, 1953; Thompson, 1962; Baldwin, Kalhorn, and Breese, 1943. Studies
related to the child rearing and family life patterns of the very poor include the
following: Lewis, 1961; Myers and Roberts, 1959; McKinley, 1964; Handel and
Rainwater, 1961; Davis and lIavighurst, 1946; Rodman, H., 1959; Komarovsky,
1964; Herzog, 1963; Sewell and II nner, 1956, Bronfenbrenner, 1961; Clausen and
Williams, 1963; Lewis, IL, 1961; Miller and Riessman, 1961; Caldwell, 1964;
Wortis, 1963).
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TA BLE 7

Child-rearhig and family life patterns reported to be more characteristic offamilies of children who are emotionally healthy compared with relevant patternsreported to be more characteristic of very poor falviilies.1

Emotionally Healthy Children
1. Respect for child as individual

whose behavior is caused by a multiple
of factors. Acceptance of own role in
events that occur.

2. Commitment to slow developmentof child from infancy to maturity;
stresses and pressures of each stage
accepted by parent because of perceived
worth of ultimate goal of raising
"happy," successful son or daughter.

3. Relative sense of competence in
handling child's behavior.

4. Discipline chiefly verbal, mild,
reasonable, consistent, based on needs
of child and family and of society; more
emphasis on rewarding good behavior
than on punishing bad behavior.

5. Open, free, verbal communication
between parent and child; control
largely verbal.

6. Democratic rather than autocratic
or laissez faire methods of rearing, with
both parents in equalitarian but not
necessarily interchangeable roles. Com-
panionship between parents and chil-dren.

7. Parents view selves as generally
competent adults, and are generally
satisfied with themselves and their
situation.

8. Intimate, expressive, warm rela-
tionship between parent and child,
allowing for gradually increasing inde-
pendence. Sense of continuing parental
responsibility.

9. Free verbal communication about
sex, acceptance of child's sex needs,
channeling of sex drive through
"healthy" psychological defenses, ac-
ceptance of slow growth toward impulse
control and sex satisfaction in marriage;
sex education by both father and
mother.

10. Acceptance of child's drive for
aggression but channeling it into socially
approved outlets.

11. In favor of new experiences;
flexible.

12. Happiness of parental marriage.

Poverty Life Styles

1. Misbehavior regarded as such in
terms of concrete pragmatic outcomes;
reasons for behavior not considered.
Projection of blame on others.

2. Lack of goal commitment and of
belief in long-range success; a main ob-
ject for parent and child is to "keep out
of trouble".; orientation toward fatalism,
impulse gratification, and sense of
of alienation.

3. Sense of powerlessness in handling
children's behavior, as well as in other
areas.

4. Discipline harsh, inconsistent, phy-
sical, makes use of ridicule; punishment
based on whether child's behavior does
or does not annoy parent.

5 . Limited verbal communication;
con trol largely physical.

6. Authoritarian rearing methods;
mother chief child-care agent; father,
when in home mainly a punitive figure.
Little support and acceptance of childas an individual.

7. Low parental self-esteem, sense of
defeat.

8. Large families; more impulsive,
narcissistic parent behavior. Orienta-tion to "excitement." Abrupt, early
yielding of independence.

9. Repressive, punitive attitude
about sex, sex questioning, and experi-
mentation. Sex viewed as exploitative
relationship.

10. Alternating encouragement and
restriction of aggression, primarily re-
lated to consequences of aggression for
parents.

11. Distrust of new experiences.
Constricted life, rigidity.

12. High rates of marital conflict and
family breakdown.

1 Source. Catherine S. Chilman, Growing Up Poor, U.S. Dept. of Health, Education, and Welfare, Wash.,D.C.: U.S. Govt. Print. Office, 1966.

It should be noted that patterns of the kind listed on the right hand side of theabove table are not limited to very poor families, alone, nor are they found uni-versally among the very poor. Moreover, these patterns should not be consideredto be an indictment of low-income parents but rather of the poverty situationand the social structure which tends to produce life styles that are related to,

4.*
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fundamental psychological depression, poor impulse control, hostility, and/or
surrender to overwhelming odds.
Social and economic stress

Continuing pressures imposed by the environment are seen as one set of factors
that may play an important part in causing serious mental and emotional dis-
orders. Individuals have varying ability to withstand environmental pressures;
this ability relates to their physical constitution, their previous life experiences,
their present situation, and their anticipations and attitudes towards the future.
Some children and young people are able to withstand very considerable stress
while other have more limited strengths to cope with it. The severity and duration
of stress also must be taken into consideration in terms of its effects. Along with
those stresses imposed by the many pressures of a life in poverty are other pres-
sures felt through xit most of our society. They include the explosive force of to-
day's social and economic changes, life in the city, the terrifying threat of the
nuclear age, conflicts between the races, air and water pollution, the population
explosion, and the like. (See, also, Chapters II and III.) Individuals also experi-
ence their own particular stresses such as conronic illness or physical handicaps,
continuing financial pressures, frequent moving, difficult employment situations,
and so on.

PRESENT MENTAL HEALTH PROGRAMS

There is a critically severe shortage of mental health services of all kinds in this
country as we remarked at the beginning of this chapter. This situation is especially
severe in reference to the needs of children and young people. This shortage
exists in relation to diagnostic, treatment, consultative and special education
services. The services that do exist tend to be overcrowded, under-staffed, and
poorly coordinated with other mental health and mental health-related programs.
We need not only a far greater number of mental health services but need a
reorganization of the whole mental health systeri. Coordinated services are
required for children and families and these services should be linked to the
developmental stages of the child's life.

Current programs aimed at the needs of children have the following similar
characteristics:

1. large areas of unmet need and a mismatch between the population that is
currently being served and the population that is most in need of such services,

2. an informal underground system that people use to get what they need (such
as, for example, a resort to faith healers, "magic cures," and the like) ; this indi-
cates that the current programs are either not suited to the needs of people
or they are not extensive enough,

3. a multiplicity of federal, state, and local public and private services which
overlap with each other and which fail to meet all areas of need,

4. a lack of clear, relevant data as to the extent of mental health problems,
the extent of mental health services, the effectiveness of these services, and the
relation of these services to other unmet needs of children and youth. The data
that do exist are usually specific to particular operating programs (such as the
number of patients in mental hospitals) and are not related to the needs of people
at different points in the developmental cycle (Task Force V, 1968).

In order to diagnose and treat emotional disturbance and mental illness in
children, a coordinated network of services is needed that includes the following
elements: diagnostic, consultative, and treatment services available in out-
patient clinics, residential centers, half-way houses, day and day-night services,
emergency services, and supportive programs, including special programs in
regular schools, and mental health consultation to parents and teachers (see,
also, Chapter IX, Education). No community has all of these services available
for all who are in need of them; few communities have such programs even for a
portion of the population; some communities have virtually no mental health
programs. In those few communities where most of these services are available,
the programs are apt to be fragmented and lacking in provision for continuity of
care for children and youth in different stages of their growth. Thus, the majority
of young people who are in need get no services; a large group get only diagnostic,
but no treatment assistance; in general, only a fewmostly the very richget
all they need in a coordinated way, mostly through their access to private facilities
and the care provided by private psychiatrists.

The very poor are most in need of mental health programs but they are least
likely to have access to them. There are many reasons for this tragic state of
affairs. For example, mentally ill and emotionally disturbed low-income children
and youth are often seen as being untreatable by psychiatrists (Hollingshead and
Redlich, 1958; Rudolph and Cuniming, 1962; Gordon, 1965; Schneiderman,
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1963). A number of studies show that the kind of treatment that is provided to
individuals is strongly related to their social class. This is also true in relation to
the length of treatment provided and the kind ef diagnosis that is given to the
person's illness.

Lower-class people are less likely to be given intensive psychiatric treatment,
are more likely to be treated by inexperienced therapists, and are more apt to belabeled as .,)sychotic or near-psychotic (Schneiderman, 1963; McDermott, 1965;
Dunham, 1964; Hollingshead and Redlich, 1958). It has also been found that
lower-class individuals have far higher drop-out rates from treatment than domiddle-class and upper-class persons (Baum, 1966; Cole, 1962, Rosenthal and
Frank, 1958).

According to NIMH reports, about 473,000 children under 18 years of agereceived some service in a psychiatric facility in the United States in 1966. Of
these children, 84 percent were seen on an out-patient basis and 14 percent werehospitalized. As shown in the Table below, children made up about one-thirdof the total case load of out-patient psychizttric clinics. In contrast, three to eight
percent of the case loads of inpatient facilities was made up of persons under18 years of age.

TABLE 8.NUMBER OF PSYCHIATRIC FACILITIES AND ESTIMATED NUMBER OF CHILDREN UNDER 18 YEARS OF
AGE UNDER CARE DURING THE YEAR IN EACH TYPE OF FACILITY, 1966'

Facilities
Total patients

all ages Children under 18 years of age

Type of facility Number

Percent
distri-
button

Estimated
number

Percent
distri-
bution

Estimated
number

Percent of
Percent total patients
distri- in each type
button of facility

Outpatient psychiatric clinics 2- . - . 2, 122 56 1, 186, 000 46 399, 000 84 34State and county mental hospitals_ 297 8 807, 000 31 27, 400 6 3Private mental hospitals 175 5 105, 000 4 8, 400 2 8General hospitals with psychiatric
services 888 23 466. 000 18 28. 000 6 6Psychiatric day-night units3 173 5 15, 600 1 2, 500 1 16Residential treatment centers (not
in State mental hospitais)4 149 4 8. 000 2

Total 3, 804 100 2, 579, 600 100 473, 300 100 18

Source: "Utilization of Psychiatric Facilities by Children, NIMH, Mental Health Statistics, series 8, No. 1, (U.S. Govt.Print. Off.) 1968.
2 Includes clinics of the Veterans' Administration.
3 Based on survey conducted in 1965 providing estimated number of children served in 1964. Includes day-night unitsof the Veterans' Administration.
4 Based on the average capacitif or average number of residents reported for 92 facilities. Source: Directory of Facilities

for Mentally III Children in the United States, 1967, The National Association for Mental Health, Inc.: The Directory for
Exceptional Children, F. Porter Sargent, 5th edition, 1965.

The number of children under 18 years of age receiving care in psychiatric
clinics has almost doubled since 1959. This growth in the patient case load isonly partly due to the increase in the child population in the United States. Itis also related to the greater demand for and availability of these services. The
number of patients under care during this period increased more rapidly thaneither the number of clinics of the professional man-hours available.

The adolescent group, aged 10 to 17 years, made up two-thirds of the childrenserved and, in fact, for boys was the largest group of patients of any other age
span. Children, age five to nine years, accounted for another third of the patientsunder age 18. Pre-schoolers accounted for only six percent of the clinic child
population. Twice as many boys as girls were given service in clinics. At age 18or 19 3-ears of age, the rates for boys dropped sharply and this drop is closelyrelated to the lack of major community programs (besides the school) which
may serve as case finding and referral agencies for young adults.

Thirty-four pereent of the children who were terminated from clinic service
received a diagnosis of personality disorder related to their life situation. A largeproportion of children received no diagnosis and this reflects, to a large extent,the brief contact that many children have with the clinic. Diagnosis of brain
syndromes and mental deficiency accounted for almost half of the very young
children under age five.

The huge majority of children in state or county mental hospitals were over the
age of 10 and over half of them were between ages 15 and 17. Again, boys out-
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number girls two to one for first admissions to these hospitals. Once they are
hospitalized, they also tend to remain longer in the institution. The major diagnosis
for these hospitalized young people was schizophrenia and personality disorders.

As shown in Table 8, over 27,000 children under age 18 were in state and county
mental hospitals in 1966. In 1)10:36 a these hospitals, the usual practice is to place
youngsters in wards with adult patients; frequently with patients who are in an
advanced stage of mental cktenoration. They receive little, if any, therapeutic
care and no provision is made for the continuation of their education. An
imprecisely deWrinined number are left to "rot on the back wards," condemned to
a hopeless life of continuing institutionalization. Another large group of young
people, whose chief problems are those of emotional disturbance or mental illness,
are institutionalized as being delinquent or mentally retarded and receive no
treatment for their disabilities.

The Commission takes the position that no child or young person should be
placed in a mental hospital without. a careful professional diagnosis of his condithm
and preliminary atempts to) help hi through other forms of treatment on an
out-patient basis in his own home or, at kast, in his home conununity. If he mu:4
be hospitalized, care should be provided in a special treatment unit for children or
adolescents, as the case may be. Provision must be made for continuing therapy
and attention to) his educational and recreational needs.

Very little data are available on the number and characteristics of patients
served in private psychiatric practice. One study showed that about four percent
of private psychiatric patients are under age 15. It thus appears that relatively
few children receive private psychiatric care. As of 1967 the Community Mental
Health Centers, which are relatively new, were serving only 1,400 children under
age 18about 20 percent of the total patient case load. Two-thirds of the children
served in these centers were boys; of those children under age 12 boys outnumbered
girls three to one (NIMH, 1968). In a recent paper, Tarjan dramatically presents
the dearth of mental health services available for children and youth in the average
community (Tarjan, 1969). In reference to) an imaginary, but average, community
Tarjan presents the following picture: "The child population under 18 in the city
is approximately 300,000. About 50,000 individuals, including 18,000 children
qualify as "poor" under the customary standards; most of these people live in
one sizeable ghetto. Among the 110,000 children there are some 7,500 who are
emotionally disturbed, including 750 who are overtly or severely sick.

"Approximately 20 children between the ages of five to 15 are diagnosed as
autistic or schizophrenia. Three thousand children are diagnosed as mentally
retarded with 500 falling into the moderately to more severely impaired cate-
gories. Almost no information is availabk on the prevalence of nwntal illness in the
poverty population. It is very probable, however, that for most mental disorders
the rates are higher than those found in the middle or upper socioeconomic clasK)s.
Even cursory review sugpsts, for examph), that mild mental retardation as
diagnosed by the scho..4 :4ystem, occurs 15 times as often in the eity's minority
population than in the residents of the suburbia-like areas.

"All types of treatnwnt r(sources are in short supply, even those that, to) some
measure, might sabstitute for psychiatric care. The city is served by a state
mental hospital which cares for a population nearly three times as large as that of
the city. The state hospital has no special programs for children, even though
from the city alone nine children under 15 are in residence and a minimnin
six are ad:nitt.ed yearly. There is neither a private psychiatric facility with a
specialized program for children nor is there such a program in the two gen(ral
hospitals which have a few psychiatric beds.

"Tlwre are three po-oyeWatric clinics but only one serves children, the others
take only an occasional child for diagnosis. The three clinics see some 400 children
unch)r 18 per year. This may sound like a large number but it must be compared
with the size of the emotionally disturbed child population of 7,500. We must
also realize that only 100 of the 400 receive any treatment, others are seen, at
best, for diagnosis. The clinic that gives some preference to) children operates
with a series of waiting lists: onw for intake, one for diagnosis, and a hopelessly
long one for treatment.

"A Community Mental Health Center is abomt to open in temporary quarters.
The people expect that tlw Center will pick up much of the slack in services for
children, but the fact is that it will be overwhelmed by the needs of adults and
therefore will postpone caring for children. A community facility for the mentally
retarded is also under construction but it will be geographically located to serve
the moderately to inure sverely retarded children of the midd.e classes and, for
all practical purposes, will be unavailable to the citizens of the inner city where
diagnosed mild retardation is most prevalent. It is also of importance to note

:
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that no special classes for emotionally disturbed children exist in the public
school system and that the special program for the retarded reaches only two-thirds
of the eligible educable and one-third of the trainable children.

"It is obvious that the city cannot. serve as a model for the delivery of com-
munity services and treatment. Yet, like most communities, it has one program
relevant to childhood mental health which fills the city with pride. It is a private
day school which cares for a few psychotic, severely emotionally disturbed, and
neurologically handicapped children.

"There is only one certified child psychiatrist in this city; he devotes most of
his time to private practice and contributes only a few hours to one of the clinics.
One child psychiatrist for 110,000 is near the national average. However, it would
not be illogical to set a goal of one child psychiatrist for 15,000 children because
in such a group one finds 1,000 who are emotionally disturbed, with 100 overtly
sick. Parenthetically, we may note that there are some 20 general psychiatrists in
Ile city but very few with interests in child psychiatry. The manpower situation
is no better in such important fields as psychology, social work, or psychiatric
nursing."
Care for emotionally disturbed argl mentally ill children outside of their own homes

Intensive individual or group care outside the child's own home may be required
for youngsters with severe emotional disorders and mental illness. The severity of
their disorders presents extremely complex problems: those of deep emotional
hunger, extreme over-activity, withdrawal from the outer world, extremely
high levels of aggression, violent uncontrolled behavior, bizarre and incompre-
hensible reaction patterns, and the like. These children require the help of highly
trained mental health specialists who work as directors and consultants to a team
of other professionals and non-professionals who are needed to provide the wide
range of services that are essential for the full care of such children. These children
need more than individual treatment; they need an all-embracing care which is
therapeutic in nature and which includes attention to their total development.
For instance, they need individualized, highly skilled attention to their educational
and recreational needs; their daily routine needs to be handled with psychological
skill; usually, counseling services should be made available to their parents.

Other important features of such care include the provision of an environment
which is therapeutic in all of its aspects and the ready availability of trained per-
sonnel to conduct "life-space interviews"discussions with children of their
difficulties at the moment they occur or at the moment the child feels ready to
talk about them.

When the child returns to his own homeoften after a rather lozig period of
treatmenthe should be followed up with therapeutic services that extend to
other important people in his environment such as his parents and his teachers.
Because children have such a wide range of needs and because intensive treatment
is necessary for very sicic youngsters, the costs of such care are apt to be high. For
instance, the costs of resiclential treatment centers are generally estimated at be-
tween $10,000 and $18,000 a year. It is argued that effective residential treatment
at an early age may well save later costs which may be much higher in terms of the
burdens that untreated, ill children are likely to impose upon themselves and on
society.

At present, the numbers of residential treatment centers in this country are
extremely small and such treatment is not available to the huge majority of child-
ren who are in need. The costs of such centers are so high that it appears that they
cannot be extended and adequately financed unless federal aid is made availabfe
for this purpose (Clinical Issues Committee Report, 1968).

For the lack of enough residentild treatment and other specialized facilities,
seriously disturbed children or children whose families cannot care for them, but
who need expert help, are placed in a number of inappropriate settings where their
problems are likely to become more rather than less, severe. These settings include
mental hospitals which are designed for adults; institutions for the delinquent or
the mentally retarded, or foster homes which are not well prepared to care for ill
or disturbed children. Many ill, neglected children receive no treatment at all but
rather, roam the streets and the countryside where they are a potential danger
either to themselves or others. Emotionally disturbed or mentally ill children from
low-income and/or minority group families are particularly likely to be mis-
diagnosed and placed inappropriately in such facilities or neglected altogether.

In 1968, a survey revealed that 97 percent of the children in residential treatment
are in private institutions. In 1966, there were a little over 8,000 children in
residential treatment centers although it is estimated that there are over 1,000,000
mentally ill youngsters in this country. While not all of these childr,m may need
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residential care, it is still clear that a great many who do need it are not receiving
such care.

There were 276 residential treatment institutions for emotionally disturbed
children in this country in 1966. A number of states had no such institutions.
These included: Alabama, Arkansas, Georgia, Hawaii, Idaho, Mississippi,
Nevada, Puerto Rico, South Carolina, Utah, and the Virgin Islands. The states
with the largest number of such institutions are: California (38), Illinois (12),
Massachusetts (27), Michigan (17), New York (24), and Wisconsin (14). A
number of states, primarily those in the far west and in the southeast, have only
one such institutioh (Papenfort, et al., 1968).

Some of the existing residential centers have weaknesses or deficits in their
programs. This is apt to be particularly true of a number of institutions which
offer care for emotionally disturbed or mentally ill children but which do not
come up to the standards set by such professional organizations as the American
Association for Children's Residential Centers. Conspicuous inadequacies, in
some of these institutions, as described by some specialists in the field, include
the following:

In some institutional programs, well-trained staff members work with the
children eight hours a day, five days a week, with the children cared for in the
evenings and on weekends by personnel with the least training. Communication
among the many professionals is often inadequate.

Marr,- institutions for disturbed and retarded children provide diagnostic
services only, with no place for children and their families to go to get help.

School is neglected or given secondary emphasis in many if not most residential
treatment programs. Teachers are far down in the prestige hierarchy. They are
often provided by public schools, are seldom the best teachers, and frequently
remain on the fringe of the professional staff, and seldom are certral. to it.

Very few institutional programs have adequately conceptualized and staffed
liaison programs to work with the child's family, school, and community, to
speed his return and to follow-up to promote continuing progress and adjustment.

Once children are admitted to institutional programs they tend to remain for
long periods of time, which may often be more a matter of custom than of the
child's condition. A lengthy institutional stay is often associated with an inade-
quate liaison service.

Fully staffed residential treatment programs involving the traditional psychi-
atric team (psychiatrist, clinical psychologist, psychiatric social worker, psychiatric
nurse, sundry kinds of therapists, teachers, aides) are expensive, as already
indicated. Moreover, highly trained personnel required for such programs are now
and will remain in short supply. These facts mean that we cannot meet require-
ments for residential care for all children needing it by building exclusively on
the psychiatric team model. Such programs are essential but must be used selec-
tively, with clear goals in mind and costa carefully considered.

Few residential treatment programs evaluate the outcome of their work in
rigorously designed, well-controlled, scientifically objective studies.

'These are harsh criticisms but_progress is not likely to be made until we take
a hard look at current practice. This is not an indictment of any state or profes-
sional group. There are good residential treatment centers throughout the country,
under varied auspices, inspired by psychiatrists, teachers, sociai workers, psychol-
ogists, at varying levels of cost. And there are many bad institutions that are
underfinanced, under-staffed, and poorly housed, whose devoted and overworked
professional staffs know better than anyone how inadequate the places are and
how much needs to be done. On the whole, we are doing a very poor job in supply-
ing residential care for disturbed children.

There are times when a problem cannot be solved following accepted assump-
tions and procedures; such seems to be the case now in our efforts to extend tradi-
tional treatment models for the residential care of all emotionally disturbed and
mentall ill children who need intensive specialized treatment. A not-too-sharp
pencil can show what the problem is. Assume a most conservative estimate of the
number of seriously disturbed children, say one-half of one percent of children
under 20. That means 450,000 seriously disturbed children in need of treatment.
Assume that a psychiatric team is composed of one psychiatrist, one psychologist,
two social workers, and three nursesnot to mention teachers, aides, etc. Give
them a treatment load of 50 children in residence or intensive day care, a much
heavier load than they can handle. This arrangement would require 9,000 child
psychiatrists (more than one-half the psychiatrists in the country), 9,000 psy-
chologists (more t4t-L the entire number of clinical psychologists), 18,000 social
workers, and 27,000 psychiatric nurses. Assume further a per-day treatment
cost of $40 which is on the low side. The annual cost of the program would be
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$6,570,000,000. Since traditional treatment iirograms tend to require aliznit twcyyears, this amount would need to be doubled to care for the children now esti-mated as being in need of help. Double the ca.se load to reduce personnel requhe-ments and the resulting figures are still staggering. The problem of residentialand intensive day care for severely disturbed children simply cannot be solvedthe way we are trying to solve it.
Therefore, it is important to experiment with other approaches to care fordisturbed children who, for one reason or another, cannot remain in their ownhomes. These approaches include other kinds of group care, such as those pioneeredby Project Re-ed (see last section of this Chapter), day care or night care pro-grams, use of specialized foster homes, therapeutic nursery schools, and the like.In these programs, very careful consideration should be given to expert diagnosisof the nature of the child's problems. Differentiation should be made betweenthose youngsters with such severe disorders that highly intensive psychiatric andother forms of medical care are essential and those children who are likely torespond well to a more generalized approach. These various forms of treatment andcare should be tried On an experiznental basis and carefully evaluated with well-designed program research. (See Chapter XII.)
Included in such experimental apprz)aches should be a more flexible use ofmental health specialists who serve as consultants to other praessionals, such asteachers and nurses, who are working directly with seriously disturbed children.Then, too, expanded use should be made of para-professionals: people withoutformal training in the field but who may do an excellent job hi some aspects ofgroup care for disturbed children, providing that such personnel receive appro-priate hi-service training, consultation, and supervision (Chapters XI, XII).(See, also, section in this Chapter on services for adolescents and specialized pro-grams in state hospitals.)

Mental health services for children, in general
In reference to the provision of mental health services for children, in general,a number of problems are apparent. In discussing those related to very youngchildren, the Clinical Issues Committee Report (1968) identifies three majordifficulties, as follows:
1. There has been a tendency for many years to regard pre-schoolers as theprimary psychological property of their parents; thus, treatment has been aimedat the parents, although clinical experience indicates that the child himself alsooften needs treatment before his problems become too rigidly iznbedded in hispersonality.
2. There is a widespread lack of training and special professional skill developedfor dealing with pre-school children. The average child psychiatrist does nothave specialized preparation for working with younsters of this age.3. There is a strongly held belief that pre-school children should never beremoved from their own homes, However, recent studies are indicating thatchildren of this age may benefit from care in specialized foster homes, day carecenters, or residential centers if there are assurances that the child will receivea high quality of continuous care from parent substitutes.
While changes in the child's environment and the provision of supporting servi-ices such as day care and counselling to his parents may be extremely useful formany children, some youngsters need direct individualized psychotherapeutic.help (Neubauer, 1967).

Services for adolescents
Much of the treatment of the troubled teenager has fallen to clinics and privatepractitioners, but the major unmet need in this area is that of vastly improvedinstitutional care. An enormous number of teenagers pass into and out of stateinstitutions each year and instead of being helped, the vast majority are theworse for the experience. This is true for the average state training school orstate industrial or state farm for boys or girls; it is true, also, of the state hospitalin many areas.
The admission of teenagers to the state hospitals has risen something like 150percent in the last 10 years. The number of youngsters in correctional institutionsis also increasing. And few if any of these situations provide anything approachingadequate treatment or rehabilitation.
The usual picture is one of untrained people working without fa-iilities attempt-ing to deal with a wide variety of complex and seriously sick youngsters andand producing results that are most easily measured by a recommitment rate thatis often 30 to 50 percent and occasionally higher.
The need for intensive skilled clinical and educational work with these manytroubled youngsters and their parents is crying and urgent and it is imperative
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that public attention be turned toward this shameful and correctible condiron.S*ate hospital program for teenam.rs are still seldom geared to t he special needsof the adoleset nt population. Many yotmgsters are placed on adult. wards, usually
to their serious detriment, without benefits of the special recreation activit ies,education, supervision, and group experiences t hat teenagers need. The result is
at best a partial treatment program wit h many gaps left in what could be a major
assist. toward recovering from their illnesses.

Although this is the most glaring lack in programs for teenagers, mental health
facilities in general are seriously lacking for this age group. Many child guidanceclinics take youngsters only up to age 11 or 14. For the older adolescent, even t he
relatively comnmnplace clinic service is lacking and out-patient care is (ally oneof a whole series of necessary services. For example, the nature of adolescence is
such that to meet the needs of this period of life there natst be a facility that. will
offer emergency service for the upset teenager at fumy time. Backing this up theremust be a whole array of services beginning with a group living half-way house.This might he a professionally run youth hostel, with provAons for long-time
residents who would live there for an extended period in a pi otected and supervised
state until they were ready for full community adjustna ut. At the same time,
such a hostel would include facilities for transients, for youngsters umler pressurewho would leave home for a night or two or a week or two if they felt they must.It could provide a haven under socially approved aespiees where they could alsolook for relief from home pressures and outside help.

Protected work situations are necessary for many youngsters where remedial
education and on-the-job training can give them a sense of career and direction
For the more disturbed boys and girls, a day care set-up is recommended where
work-training, school, recreational activities, therapy, group work, and in short,a total treatment program are all provided under one roof. To put it briefly,insofar as mental health care is concerned, as a society we fail our teenagers at
almost every level (Clinical Issues Committee Report, 1988).

RECOMMENDED MENTAL HEALTH PROGRAMS 1

Programs attuned to development stages
Mental health programs should start before pregnancy with provisions forgenetic counseling and family planning services. With increasing information

becoming available regardingsome of the genetic factors that are related to mental
retardation and physical handicaps, it is important that parents have access toskilled, sensitive counseling on this subject. Family planning should be available
to all parents or prospective parents regardless of age or marital status, since anunwanted pregnancy presents a threat to the mental health of both the mother
and her unborn child. Moreover, abortion services should be available at therequest of the mother for the same reason.

As emphasized earlier in this chapter end in Chapter VII, much more emphasisshould be placed on providing a wide range of mental health and related services
to expectant mothers and infants and their parents. Current research into earlylearning in infant life suggests that the kind of learning that goes on in the earlymonths and years is probably more significant than anything that the child isgoing to learn during the rest of his life. The evidence is fairly weighty that if
severe deficits occur in early infant experiences, later therapy is likely to haveonly a partial effect. We do not yet know to what extent early deprivations canbe undone later by therapy. Critical points in human life such as pregnancy,child birth, infancy, toddlerhood, pre-school and school entry can present oppor-tunities to work with families and help parents rear their children more appro-priately, This approach to families with very young children requires a largecommitment on the part of the whole society to seriously regard the human
development of infants and children as a very serious business (Gioscia, et al.,1968).

In general, services to children or affecting children must be organized alongthe lines of the child's developmental stages and his needs at these different
stagesthis will be also true for the training of specialized personnel to deal withthe characteristic problems of each period. It also applies to the nature ofagencies, . . . their types and locations . . . and to the practices and community
relations of each individual involved with children. Th range of childhood includes

I In reference to most of the recommendations that follow, there is a leek of firm, research-based evidenceas to the effectiveness of the varias kinds of programs that are recommended. However, the need is so acutethat it is not possible to delay action until all the nnededresearch is completed. Basic and applied res.*archmust take place concomitantly with the launching and operation of a wide range of services. (See ChapterX11.)
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the prenatal care of the pregnant mother on one end of the spectrum and the
transition of the college-age youth into young adulthood at the other.

A wide range of coordinated preventive and treatment services
Establishment of services and training programs should include these goals:

the treatment of every child as well as the family around the child wherever
demonstrable emotional and mental disorders are found; an attempt to prevent
these disorders by large-scale planning; and the reorganization of services in a
way that will encourage the maximum flowering of each person's individual poten-
tial for self-realization and social contribution. In this planning, it is imperative
that services be individualized and adapted 4o the needs of specific individuals
(Clinical Issues Committee Report, 1968).

A broad range of coordinated remedial mental health services must be provided
for the seriously disturbed, juvenile delinquent, mentally retarded, and otherwise
handicapped children and their families. It is stronglv urged that future services
to the child be given according to the child's level of functioning rathlr th.m on
the basis of diagnostic labeling. This will mean that children with many different
diagnostic labels will be treated jointly under the same service program. Further,
it is recommended that community-based facilities be developed so that children
and youth can be kept as closely as possible within their normal, routine setting.
For the more severe cases who must be removed from the normal setting, it is
recommended that there be further development of residential treatment centers,
special units in general and psychiatric hospitals, and separate care-taking provi-
sions for children and adole-.cents in state hospitals.

Plans for care of the emotionally disturbed or mentally ill child should be
based on: a) the behavior stability of the child, b) the strength and capacity
of the family to support him, c) the resources of the community. The disturbed
ehild is likely to need a wide variety of services and it is essential that arrange-
ments be made so that he may move easily from one service to another. Many
emotionally and mentally disturbed children are excluded from services that they
need either because a general service has made no provision for such children or
because the cost of specialized services for these youngsters is beyond the means
of the families involved.

The following are the services that are necessary for a comprehensive mental
health program for troubled youngsters: 1. information referral services easily
accessible and equipped to direct families to available services, resources, and
facilities; 2. comprehensive developmental and psycho-educational assessment
of each child's special treatment and educational needs should be made as early
as possible by a team that may include a pediatrician, psychiatrist, social worker,
neurologist, psychologist, speech and language specialist, ophthalmologist,
audiologist, ..1clucational specialist, andjor any other professional disciplines
available and considered essential for the proper treatment of the disturbed child.
Highest priority should be given to the coordination of these services so that a
comprehensive diagnosis is possible.

This assessment service should assume responsibility for following up recom-
mendations and referrals and for on-going, periodic re-evaluations to make certain
that the appropriate and adequate community treatment, training, and educa-
tional facilities are available.

3. Treatment for the child and his family when indicated. Psychiatric, psy-
thological, social work, educational and other support services should ht. vailable
as needed.

4. Special education programs must be an integral part of the range of services
to be provided:

a. Pre-school home training program should be established for the special
training and education of disturbed children and for the guidance and counseling
of their parents.

b. Regular nursery schools can help children who show inadequacies of learning
and adjustment skills. There are, however, children who are too disturbed or
disruptive to be contained in a regular nursery school. These children should have
special nursery schools offering a variety of techniques and approaches to correct
or reduce maladaptive behavior. Special classes within regular schools offer
advantages for those children who need a somewhat more intensive program.
These classes are usually close to the child's home and can be partially integrated
with regular classes.

c. Special schools should be est .blished under public school auspices or by
voluntary agencies with government and public support for children who, because
.of the severity of their disturbances, cannot be accommodated in special classes
within a regular school.

SI
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5. Rehabilitation is needed to provide a plan and purposeful process of restora-
ion, remediation, and psycho-social adjustment.

6. Residential care which may be provided by specialized foster homes, group
residences, residential treatment centers, sheltered villages, or hospital settings.
It is essential that these facilities offer comprehensive treatment and have ade-
quate resources for medical care, psychological and psychiatric consultation,
special education, and other support services.

7. Transitional services must provide the resources to meet the inability of the
family to care appropriately for the child, the inability of the school to provide
adjusted educational services, the infrequent availability in the community of
intensive out-patient treatment or other services for the child and his family or
(-)r some combination of these. Transitional services may include partial hospital
care as in day or night hospitals; half-way houses and hostels; and social habilita-
tion programs. In offering transitional services to children and adolescents it is
necessary to recognize that hospitalization is usually deemed necessary when the
child's disturbed behavior is acute and over-taxes the supports offered either in the
home or in the community, especially the school. The child's inability to assume
independence of functioning is often the chief block to early release from hospital
care. This highlights the need generally for more adequate community-based
services and most particularly the need for transitional services. Every effort
should be made to + place children in hospitals except during the acute stages of
physical and/or emotional illnesses when intensivc medical care is needed.

8. Relief services for the families of severely disturbed children should be pro-
vided. In any plan to provide partial hospitalization and transitional services,
the goal should be to use supportive services to keep the family intact. Examples
of the above services are foster grandparents, baby sitting, homemaking services,
day cai e, public health nursing, and home-bound services.

9. Within the systems of services there should be periodic assessment, evalua-
tion, and follow-up to ascertain that the child is receiving maximum benefits from
the system (National Association for Mental Health, 1968).

Cemprehensive continuous programs such as those outlined above might well
be tied in with thu functions and activities of the Child Development Councils
recommended by this Commission and carried out in relation to community
mental health programs.

Further recommendations are available from the American Association of
Psychiatric Clinics for children. They are as follows: 1) services which reach
larger numbers of children at earlier ages or at earlier stages of disturbances are
generally less expensive, more short-term, and achieve a more favorable effect
than those services which reach children later on when the children are more
deepl's- disturbed; 2) the soundest progress in community organization for emotion-
ally disturbed children and their families is achieved by developing services in
"developmental succession"; Preventive before diagnostic, diagnostic before out-
patient treatment, out-patient treatment before hospital care, and so forth; 3)
communities with inadequate educational, preventive, diagnostic, and treatment
resources are compelled to move children out of the community into institutions
instead of reaching younger or less disturbed children more quickly and treating
th,:in with shorter, less expensive community and out-patient services. 4) In
practice, it may be soundest to begin by making better use or refocused use of
existing services than to establish and promote new services immediately. If a
small community, for exampe, has a family service agency but no out-patient
clinic, the addition of psychiatric services to the agency may be more economical
than establishing a clinic itself.

5. No program can be soundly based which does not include careful diagnostic
evaluation as a basis for any service or treatment planning. Such diagnostic
evaluation means evaluation not only of the child and his problems but of the
parent-child relationship, %a parents,and the relationship of the family unit to
the community and its resources. 6) When more specialized services are required,
the transition for the child and his family should be as simple and direct as good
community organization and intra-agency cooperation can make it. 7) 'The
multiple roles of the psychiatric clinicians and psychiatric services today have come
not only from the many demands of various community services but have also
come from the contributious made by the many new directions in the filed of
medicine. For example, the contributions of psychopharmacology and genetics
are having special present significance. Psychiatry is involved in the general
present movement of medicine toward health preservation and the prevention
of illness. 8) The child psychiatric clinician and the child psychiatric services
today need to be aware of important class differences, ethnic differences, value
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differences, differences in belief regarding the role of the individual and the
relationship between individual and group needs. Many different profesional groups
using many different resources have both an opportunity and an obligation to
participate in helping troubled children and their families. However, it is precisely
because the problems of an emmtionally di,l+nrbed child are determined by many
factors that the child Imychiatric clinician and the child psychiatric services are
useful in deciding which factor to be corrected is critical and assessible to change.
The unique contribution of the staff member of the child psychiatric service is
his specialized clinical insight and his application of this to the methods of
helping children.

Some mental health experts warn, however, that we should recognize that there
is an extreme shortage of child psychiatrists in the country, not nearly enough
to serve the function described above. Obviously, we must perfect new patterns
of care that will use new kinds of personnel and extend the range of effectiveness
of the child psychiatrist. (See, also, Chapter XI.)
Community planning for mental health

When a community plans for psychiatric services for its children, it must be
concerned with the quantity and quality of the health, educational, recreational,
and welfare services which it provides for all its citizens. Services for emtionally
ill children and their parents cannot be set up in a vacuum. They are related to,
and affected by, other programs and services: both those concerned with children
and timse concerned with adults. All community services overlap and complement
each other. They should be thought of as parts of a whole, not separate and un-
related programs.

Planning for comprehensive mental health programs should be coordinated
with planning now going on in such areas as urban renewal and public housing,
juvenile delinquency, the poverty program, and mental retardation. It should be
stressed as strongly as possible that mental health services for children are one
segment of the total services in a comprehensive mental health program and that
many and diverse facilities are component parts of this segment (American
Psychiatric Association, 1964).

In planning such programs, states within a regional area, particularly those
I hat are sparsely populated and have few facilities, may well coordinate the devel-
opment of their programs on a regional basis.

In developing programs, certain fundamental principles of planning may be
set forth: 1) emotionally disturbed children can be helped more effectively or
adequately in communities that have a wide-range of educational, preventive,
diagnostic, and treatment facilities than in communities where there are a narrower
range or with a marked lack of such facilities; 2) services which reach children
at early ages and at early stages of emotknal disturbance ate generally more
effective and therefore there should be a focus on treatment of young children
and on early detection and treatment of emotional illness; 3) continuity of treat-
ment for the individual child and his family should be a major consideration in
organizing a program; 4) the order in which various facilities are initiated varies
from one community to another. This depends basieally on the services available,
the degree of coordination among them, and attitudes in the community (American
Psychiatric Association, 1964).

Particular attention should be paid to the needs of low-income children and
their families whose problems are likely to be particularly diverse and acute and
who are likely to especially lack needed services. In the past, the emotionally
disturbed children from this group have tended to reach mental health clinics
chiefly through referrals from juvenile courts and welfare agencies. Effective
work with these children and their parents calls for a multiple approach and
active cooperation with schools, juvenile courts, welfare agencies, child care
centers, public health nurses, neighborhood recreation workers, and the like.

Imaginative new methods may well be necessary for reaching and holding such
families who tend to distrust middle-class professionals and the middle-clms
patterns of mental health services. These techniques include involving young
people and parents in the planning and staffing of mental health facilities, using
community outreach workers, involvement of parents and youth in neighborhood
projects, and reaching parents through their participation in such programs
as Head Start. At the same time, attention must be paid to the many adverse
aspects of the poverty environment itself and the multiple reality: problems that
weigh so heavily on poor people such US poor housing, lack of income lack of
community services, unemployment, rejection and discrimination, and the like.
More iver, the cultural patterns of the very poor must be deeply understood and
respected, both in terms of their cause and their effect on behavior.
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In order to assure continuity of care for all children and young people, or-
ganizational arrangements should provide the following: 1) ready transfer of
relevant information about patients from one facility to another, with the per-
mission of the parents and with adequate protection of confidentiality so that
information can be used to the best advantage and duplication of history taking
and services can be minimized or avoided;

2) sustained use of the same treatment personnel in different facilities to the
maximum extent possible to avoid the disruptive effect of shunting the child from
one stranger to another. For example, if a child who has begun treatment in an
out-patient is seen later to have a more :.;erious problem or if a family crisis intensi-
fies the child's disturbance, hospitalization may become necessary. When the
geographical location of a state or other hospital makes it possible, arrangements
may -be made, through cooperative planning, for the child's original therapist to
contimie in this role throughout hospitalization and during after-care. 3) An unre-
stricted policy for the admission and transfer of children and families to various
facilities through some arrangement. for cooperatively determined clinical need.
This unrestricted policy sLould be maintained without regard to ability to pay
and with no residential requirements other than those imposed by whatever
regionalization plan is in operation.

The mental health professional performs a wide range of functions. One of them
is in his role as consultant. As a specialist, he tis,!s his basic diagnostic and treat-
ment skills in the important function of consultation with medical specialists,
general physicians, non-medical child care personnel, and teachers. He works as
a member of the diagnostic and treatment team. This team may include psychia-
trists, pediatricians and other physicians, clinical psychologists, social workers,
public health nurses, guidance counselors, teachers, speech therapists, neurologists,
occupational therapists, and the like. He also has a role as consultant to the com-
munity in terms of community planning.
Care in State hospitals; specialized programs

In-patient programs in state hospitals can offer significant benefits on a long-
term basis to chronically or very severely mentally ill children, those with severe
brain damage or others who require long-term earn and treatment. This is often
given in a "closed" setting with special provisions including staff precautions to
prevent the child from harming himself or otherS.

These programs in state hospitals, separate from adult programs, have become
more numerous in recent years, as the special needs of children are recognized.
In the past, they have bem handicapped by a tendency of referring sources to use
them OS a means of acceeding to community pressures by removing the disturbed
and disturbingchild from the community. The state hospital has unfortunately
been used at times by communities to relieve parents, courts, and other agencies
of problem children. Referral is still often a matter of expediency rather than the
result of clinical judgment and providing the treatment that i3 most indicated for
the well-being of the individual child.

Encouraging reports of new approaches to the care of children and adolescents
in State Hospitals, are presented by NI MII (1 967). Since the start of the Insti-
tute's Hospital Improvement Grant Program (HIP) several years ago, 19 State
hospitals have chosen to develop new programs for children and adolescents as
their first priority.

In one State hospital the new program for adolescents has forged together
group psycho-therapy, ward-patient government, patient discussions, a special
therapeutic education school program, individual therapy, occupational therapy
and recreational therapy.

In addition to stimulating new combinations .of treatment teclmiques, HIP
has owned many new corridors between the State mental hospital and the
community. In one new unit for adolescents, the year-end progress report notes
that increased coordination with community agencis has occurred and several
conferences have been held with County Welfare Boards, Juvenile Commissioners,
religious welfare societies, and children's homes. This is an important achieve-
ment, since one of the major problems has been the isolation of the hospital from
the community, with the result that children have become alienated from the
community and lost to the channels leading back into it.

Still another hospital reports that its new projeet, among other goals, attempts
to provide full school credit for work comphqed while the patient-student is
hospitalized. The public school systems within the'tarea have cooperated ex-
edlently, the hospital notes, and hav been perfectly willing to grant credit for
work within the project and to accept the student in the regular school system

C
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upon his release from the hospital. The hospital is now working for full State.accreditation of the project's educational program.
The Hospital Improvement Program has also contributed to speeding the useof a new educational and psychotherapeutic treatment pattern as the method of

choice in childhood and adolescent disturbances. Under this pattern the formative
procedures of education are applied to the growth potential of the child at the
same time that psychotherapy is used. In the United States this fusion has beencalled educational therapy or psycho-education. In Europe it is known as ortho-pedagogy.

One hospital has inaugurated an "accredited therapeutic education" programthat fuses therapy and education in a regime of physical education, recreation
therapy, bibliotherapy, art therapy, and shop and occupational therapy with astaff at a one-to-one ratio with the cl-..ildren. Thehospital reports "a very noticeablechange in patient attitude, particularly on the part of the teenager, toward
education." When i rst approached, the typical teenage patient wanted no schoolwork. The hospital thinks this was because his difficulties had created problems
in school for him, with the result that he had never had a successful experience
relating to education. "We now find the students, without exception, very eagerto go to school," the hospital reports, "and becoming rather perturnea when
something happens which might either make them late or cause them to lose aday in school. Reports from ward personnel indicate that these individuals,
since involvement in the school program, seem much better adjusted with a farbetter motivation and enthusiasm toward tackling problems, and much better
able to conform to the give and take of ward living."

One hospital has established a program that seeks to provide vocational train-
ing and to enhance social functioning. Special facilities include a general shop
area, welding, print shop, and sewing, typing, and cooking areas. A chief voca-tional instructor, a social worker, a psychologist, a business education instructor,
and a shop instructor have been brought together in a unified staff.

Another innovation is the development of a project under which selectedchildren live in a foster or boarding home and return to the hospital for a day-treatment program.
In yet another State hospital, the directorof research has demonstrated methods

of providing secondary education for small, carefully screened groups of adoles-
cents. The material came from the public schools and from selected correspondence
courses. Films and texts on such life-adjustment matters as personal grooming,
manners, and making friends were included, as were newspapers, magazines,and books likely to interest adolescents. Vacations were scheduled to coincidewith those in the nearby public schools, thus making it possible for many studentsto spend these vacations with their families. Marked overall academic andpsychological improvement were found. Professional people from other States
and Europe have visited the hospital to study the program.

The following recommendations regarding state -hospital services for childrenand youth are made by the American Psychiatric Association (American Psy-
chiatric Association, 1964) : 1) The state hospital programs should be seen as an
appropriate resource in the general treatment plan for severely disturbed children.
Depending on the needs of the state or regioual area, the state hospital can provide
moderate to long-term treatment, re-education, and rehabilitation. It can also be
developed to serve as a day facility, a week care unit, a night hospital, and even as
a short-term crisis resource. All such uses of state hospital services should be
integrated with other resources in the community. 2) The overall programs should
involve the state hospital in explicit roles as to consultative and coordinating
services so that it can gradually take its appropriate place in the total community
program. 3) Responsibility for the child who is a patient in a state hospital should
not be exclusively vested in the hospital but shared by the parents or a designated
community agency. 4) Several factors which make for a change in attitude about
rehabilitation and discharge should be encouraged. One is a change in staffing
patterns with more well-qualified nurses, nursing assistants, child care workers,
counselors, and trained volunteers. Another is the growing practice of adequate
diagnosis before admission, and a third is the increase in voluntary admissions.
One may expect that in the near future the courts will no longer "commit"
children to state hospitals because there is nothing else to do with them and that
the state hospital will be used only when it is the treatment of choice. 5) The
children's unit of the state hospital should have representation on planinng councils
along with representatives of social agencies and professional groups. Thus, thestate hospital will be active as are other resources in developing a comprehensive
program.

86



81

Provision for after-care is essential when a child leaves a hospital or residentialtreatment center. After-care measures should include continued psychotherapywhen necessary, educational planning, recreational and vocational guidance, andspecific welfare services to the child's family when this is needed. The child shouldnot be sent back to the same problems that gave rise to his emotional illness in thefirst place. After-care should counteract the tendency of a family, neighborhood,or community to exclude this child and it should help the family to build a healthierenvironment for him. If the family is not prepared to take the child back, thenother 'placement in the home community should be arranged (American PsychiatricAssociation, 1964).
EMERGING TREND5 IN TREATMENT

Changes now t4king place in the clinical field in models for treatment of mentalillness and emotional disorders conic from an increasing awareness that socialand cultural factors play an important part in the origins and development ofpsychological problems. Many different treatment models exist today. Thesemodels range from behavior therapy which seeks to train people to behave in amore adaptive fashion to classical psychoanalysis with its emphasis on the needto resolve emotional conflicts within the self. It is probable that out of thesemany different models of treatment, new ones will emerge which make use oftheories and methods related to the differing models. Present experimentationreflects a widespread dissatisfaction with past approaches to treatmentthere isa general search for a new and unifying perspective on both theory and treatment(Gioscia, et al., 1968; Clinical Issues Committee Report, 1969). some of the out-standing newer, emerging theoretical models are briefly presented below in sum-mary form. (Many of them do not apply to the treatment of young children,but they are presented because the Commission is concerned with young peopleup through the age of 24 and with the development of services for parents as wellas for their children.)
Newer theoretical treatment models directed toward individuals or groups of individuals1. The existentialist model in which the therapist engages with the patient ina direct interpersonal relationship addressed to the patient's problems that heis meeting in his present life situation (Laing and Esterson, 1965).2. Treatment of problems of alienation. The focus is on face-to-face encountersin small groups and on social action addressed to the patient's range of social andeconomic opportunity. Society rather than the individual is seen as the majorfocus of treatment (Goffx.ian, 1967).

3. Behavioral model. Emphasis is placed on changing the behavior of thepatient through teaching him to act in different ways by the use of planned rewardsfor desired behavior and over-looking or punishing undesired behavior. One ofthe theories underlying this approach is that if people behave differently they willhave different experienc..s in their interaction with the environment and thuswill begin to feel differently.
4. Paradigmatic model. The patient is helped by engaging in a reenactment orparody of his problematic behavior. Tape recordings, film, and such techniquesare used to help the person gain insight through looking at his own behavior. Ingeneral, electronic aids are being increasingly used in helping people to view andbetter understand themselves (Alger and Hogan, 1968; Coleman, Nelson, andSherman, 1969).
5. Systems approach. This approach is gaining increasingly wide acceptanceand is having a powerful influence, both on approaches to treatment and on morebasic social !planning for the prevention and reduction of mental disabilities andother related problems. According to this theory, the whole system in its operationis more than the sum of its parts because of the effects of the dynamic interactionof its various components. A. system is made up of various component levels thatinclude the biological, the psychological, the economic, the social, and the cultural;individuals and families are simultaneously involved in all of these differentparts of the total system. Treatment is aimed at dealing with the pioperties andfunctioning of the organization of this system rather than exclusively with theexperiences of the individual within it. The systems approach is primarily con-cerned with the behavior of groups and organizations: a system is any organizationof elements standing in a patterning relation to each othet (Gioscia, et. al., 1968).For example, a family can be considered as a system. Thus, treatment is directedtowards the whole family in terms of its organization and functioning; recentlythis approach has been extended to include whole clusters of families who arein interaction with each other, to neighborhoods, and the like (Ashby, 1956;Ackerman, 1966; Minuchin and Montalvo, 1967; Speck, 1967).
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Systems theory is very closely minted to the so-called ecological approach.
According to the ecological model, the child is seen as an individual involved in
cInnplex interrelationships with 1..;, -,orrounding world, particularly his family.
Each unit of the child's "eco-svsi ill:- is so connected with the whole that any
intervention with any part of ale eeo-system, including individual therapy with
the child, will effect the entire system. One cannot. intervene in eco-systems
successfully without. a full understanding of all the iwocesses which serve to main-
tain balance within the :zystem (Task Force II, 1968).

6. Communications theory is closely related to the above. Confusion in corn-
immications is seen as being a major problem in causing and reinforcing mental
illness and emotional disorders. Confused communications have been found to
be particularly prevalent in fannies in which one or more members is schizophrenic.
The so-called "double bind" is frequently found in such families whereby a member
may give conflicting messages to other members so that a person may be told to
to do one thing but the opposite behavior is impned: .uch as when a parent says
to a child, "Do not let. me eateh you stealing money from your friends." It is
implied that the stealing is all right, so long as the parent does not know about it
(Bateson, 1962; Reusch, 1961).

Thus, treatment is aimed, in large part at helping patients as individuals or as
family members clarify their modes of communicating with each other (Minuchin
et al., 1967).

Emphasis has been placed here on the newer approaches to treatment. This is
not to infer that they are the current, predominant approaches. Psychotherapy,
with its emphasis on person to person interaction between therapist and patient,
the development of patient insight, the strengthening of the patient's capacity
to deal effectively with reality, is widely used with reportedly excellent. results
for a sizeable proportion of patients. (See Chapter XII, Research.)

Psychoanalysis is also a major form of treatment and is primarily directed
toward helping the patient free himself of deeply repressed unconscious conflicts
which stand in the way of his full and effective rise of himself as a person. In the
case of the child, psychoanalytic treatment is aimed at resolving conflicts and
repressions that stand in the way of his ability to grow and develop along rela-
tively even, harmonie-us lines. This intensive mode of treatment is generally
lengthy and expensive. Psychoanalysts have a major contribution to make not
only in terms of the treatme-A they provide to their necessarily few patients;
they also glean significant undcrstandings and insights from their practice which
are a valued resource in their work as consultants, teachers and developers of
fruitful hypotheses for further research. (See Chapter XII.) Moreover, the more
microcosmic., i*Itensive investigations of individuals which are fundamental to the
analyst's work provide many cf the basesand techniques for therapeuticapproaches
to children and adults in general. .

Re-Structuring the environment
Other theoretical approaches to the prevention and/or reduction of emotional

disorders and mental illness put emphasis on seeking underlying causation in the
environment and conceptualizing needed related changes. This approach does
not necessarily advocate the abandonment of treatment for individuals or groups
of individuals, but seeks to reduce the numbers of people who develop disorders
which are at least partially associated with environmental stresses and deficits.
Some of the related theoretical models follow:

1. Epidemiological. According to this approach emotional and mental disorders
are seen as being primarily related to stresses, deprivations, and pressures in the
environment. According to this view, emphasis should be placed on locating and
changing related problems in the environment rather than providing individual
treatment (Laing and Laing, 1961; Kirchoff, 1967; Smelser, 1962). Thus, under-
lying possible causes are sought,in such factors as poverty, racism, poor housing,
inadequate education, unemphivnient, overcrowding, and the like. (See, particu-
larly, Chapters IV, V, IX, and ic.)

2. Social pathology. If behavior is regarded as deviant by other people, this
puts the individual into a labeled, deviant group and excludes him from society.
The problem is seen as not being in the person but in his relation to the social
s;tuation. Examples may be found in racist attitudes and practises and in reference
to the ways in which our society generally regards and handles children who are
labeled as mentally ill, mentally retarded, delinquent, welfare .recipients, and the
like. These discriminatory attitudes and practises call for social action to change
related societal behaviors and attitudes rather than focusing on changes within
the individual (Erickson, 1966 and 1967; Silverstein, 1969; Weinberg, 1967).
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3. Cultural pathology. The cultural patterns of various groupi are seen as play-
ing a part in the origins and continuation Of mental and emotional disorders.
These patterns arise from the social and economic situation itself and thus social
action is required to treat the underlying situation. Involvement of people in
planning and carrying out their own programs provides a new individual and group
experience which may be effective in changing cultural values and attitudes
particularly if this action has an effect on the life situation of the people involved
(Chilman, 1966; Rainwater and Yancy, 1967; Riessman, ('ohen, and Pearl, 1964).

4. Ethological. Clues are derived from studies of animal behavior in reference
to their interaction with the environment and planned manipulation of learning
experiences which may have implications for greater understanding of human
learning and behavier and the possible consequences of planned environmental
change. A great adwmtage in these studies is that the experiences of animals can
be plannfully munipulated and controlled, while this is not generally true in
reference to human beings. Although question arises as to the extent to which
it is possible to generalize from animals to human lwings (Lorenz, 1966), findings
from this field are provocative and a rich source of theory for experimental action
programs tied to research. (See Chapter XII.)
Some prevalent treatment approaches

Prevalent treatment approaches, aside from those of wychotherapy and
psychoanalysis, include:

1. Activity group therapy which was employed at an earlier point and is now
re-emerging as a method of treatment along with other forms of group therapy;
it is being applied, in a variety of forms, in working with older children, ado-
lescents, and adults, as well as in group activity in therapeutic nursery schools.

2. Group therapy, in general, is being used in many ways, as in the case of
interview group therapy for adolescents, group therapy for parents, couples'
therapy, and the like.

3. Biological treatment through the use of drugs is now being seen as an adjunct,
and not a substitute, for psychotherapy and other related forms of individual and
group treatment.

4. The provision of corrective relationships with other people such as providing
nmther-substitute for a child whose own mother is unable to meet his needs

or the use of foster grandmothers in hospitals. This includes the placenwnt of
infants and young children in day care centers and day hospitals.

5. Filial therapy: parents are trained as therapists for their own children and
work under the supervision of psychiatric personnel.

6. Home visits and treatment in the home have been found to be extremely
helpful but on the other hand they are also exceptionally expensive when carried
out by highly trained mental health specialists. However, under supervision, such
semi-professionals as homemakers, tutors, and parent educators are showing
promising results especially in instances in which the major problem is lack of
appropriate stimulation and basic home care of the child.

7. Hospital care is receiving much criticism and out-patient care is regarded Its
being preferable if at all possible. There are increasing efforts to keep emotionally
disturbed and mentally ill children and adolescents in the mainstream of society
and in touch with their own families and neighborhoods through a variety of
approaches such as group day care, youth hostels, residential treatment centers,
day or night hospitals, special schools, increased use of mental health consultation
to those who work with children and youth so that the young person can function
better in his normal setting, and the like.

8. Environment therapy: in which more attention is paid to the total social-
psychological climate in which the person is living for example, there is increasing
recognition that all the people in a child's environment are important to his
functioning and self-imageattempts are made to provide a humane, psychologi-
cally sensitive and supporting environment in such settings as the school, recrea-
tion programs, church-related activities, and so on.

9. Crisis therapy is focused on meeting the problems presented by people at the
moment that a crhes arises. Twenty-four hour services are recommended along
with mobile crisis units (Gioscia, et al., 1968).
Some special projects

One approach to residential and day care for children who are moderately to
severely disturbed is Project Re-ED, a cooperative program of the Departments
of Mental Health in Tennessee and North Carolina and George Peabody College
for Teachers in Nashville. Initially funded for an eight-year period as a demonstra-
tion project by the National Institute of Mental Health, the program is now
entirely supported by the states as an ongoing part of their mental health pro-
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grams. To the initial two residential schools serving children age 6-12 (WrightSchool in Durham and Cumberland House in Nashville), Tennessee has addedthree more schools, including one for adolescents.

Attractive features of the Re-ED Program are these:The schools are staffed primarily by teacher-counselors, carefully selectedyoung people with specialized training at the master's degree levelconsiderablyless than the least extensively trained mental health specialist. Selected teacher-counselors are used to provide liaison with the child's home, school, and com-munity.
Pediatricians, psychiatrists, psychologists, and other mental health and educa-tonal specialists serve as consultants in the program, thus extending their effective-ness by a substantial factor.
Children go home every weekend, and families and children remain involvedwith each other in a common effort to learn how to live together. Psychotherapy orclasses in parent effectiveness training are available to fathers and mothers.The schools are ideally located near, but not in university and medical centers,thus reducing costs of construction and occupancy. The cost per child per day issubstelntially lower than for most. intensive residential programs (about $20 to $25per day), but the great saving is in the length of stayan average of seven monthsinstead of the usual two year:s.
Careful follow-up research shows that the program is achieving results equal totraditional programs as reported in the research literature.
This approach is also stressed by :'..Cohlberg who emphasizes that educationalattainments are vital to the cb;01', ce of competence and self-confidence.Kohlberg pleads for a "commtwit :... ificnItai health" or "RE-ED" approach tomental health services. The basic eliaraetf,l.ixtic of such an approach is an orienta-tion to creating an environment IR iNhich children are able to develop and growtowards inPreming social and educational skills and self-esteem. Children shouldnot be segregated into special therapeutic environments that are radically differentfrom those which they would normally encounter. There should be a generalassumption that mental health services are aimed at minimizing the amount offailure, rejection, and misery in a group of children (See, also, Chapter VII) (Froma special paper prepared for Task Force H by Lawrence Kohlberg, 1968).This same general approach is being used in several state hospitals where thetrend is to focus on the child's strengths and to establish an expectation for normalbehavior and good work habits, to encourage self care and basic social adjustment.Use of child care workers, student volunteers, and retired people with emphasison small group activities throughout the total program provides more intensivepersonal experiences and services for the child. The treatment goal is generallythat of social recovery and return home as soon as possible (NIMH, 1968).Partial hospitalization programs vary widely as do the facilities offering them.At Los Angeles County General Hospital, some adolescents spend their daysattending school and therapy sessions at the hospital and go home at night. Atother centers, adolescents may go to school or to jobs in the community by dayand sleep at the hospital. Many visit their homes on weekends and holidays,increasing their home stay as progress permits.

Considerable experimentation is going forward with therapeutic nursery schoolsfor pre-school children who may suffer problems ranging from mild behaviordisturbance to severe autism and may require, in addition to individual therapy,a therapeutic nursery school. At one center, a three to four-month nursery schoolexperience for the child is supplemented by group therapy for the parents and bymultiple family therapy for some of the families with severely disturbed children.An NIMH-supported project in Wood lawn, a predominantly low-incomeNegro area of Chicago, is designed to improve adjustment in first-grade youngsters.The program is made up of weekly classroom sessions with children and theirteachers, as well as consultation sessions with school administrators, teachers,and parents. An important feature of the program is the active participation ofthe community. Neighborhood residents, including parents of the children, aremembers of the Board of Directors which guides center policy and supports theeducational effort. The success of school programs such as .1. depends nn theinvolvement of key people in a child's lifeparents, teachers, physicians, etc.,ina concerted effort to provide a better environment for all children (NIMH, 1968).The various treatment theories and methods which have been briefly discussedin the foregoing section have generally received very little systemmatic researchattention in order to evaluate their effectiveness. This is also true in reference tothe program strategies which have been recommended. Many more well-designedstudies are needed in these areas. This subject, along with others related to researchneeds, will be discussed in Chapter X1I.
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INTERNATIONAL TRENDS

In many parts of the world there is an increasing interest in the problems of
children and youth, a reawakened concern for the mentally retarded, the delin-
quent, and the disadvantaged. There is renewed interest in group care and pro-
tection of the family against the high economic costs of mental disorders and
other illnesses.

Broader Social Security coverage and/or mandatory health insurance programs
are being established in a number of countries to cover the costs of mental illness.

American visitors are impressed with a growing tendency towards experi-
mentation with many approaches to the planning and delivery of services. In
most countries of the world, child mental health services are an integral part of,
or closely affiliated with, child health and welfare programs. These are usually
seen as being more of a public than a private responsibility. Expenditure of tax
monies for children's services is widely accepted. Compared to this country,
greater responsibilities and status are accorded child care staff that have limited
formal training. Many Europeans believe that the American concern with the
costs of services for each individual reflects an out-moded viewpoint which has
long ago been replaced in European countries with a combination of mandatory
social security and sick insurance benefits.

In many European countries there appears to be more concern with finding
practical solutions to immediate problems and less preoccupation with abstract
theories and concepts. For instance, there is considerable emphasis on the thera-
peutic meaning of work and on vocational training of future use to adolescents.
Industrial workshops are extensively staffed and supervised and institutional
training and work assignments are meaningful. There is no make-do work.

In France and other Western European countries a new kind of professional
known as an "educateur" is given considerable responsibility for residential and
day care programs for emotionally disturbed and other handicapped children.
Some 2,000 educateurs are trained each year in special institutes that provide
an intensive three-year course of training, including an internship, that includes
some of the understandings and skills of the psychologist, social worker, special
educator, and recreational or occupational therapist.

Of course, psychiatrists, pediatricians, psychologists, social workers, classroom
teachers and other specialists are involved in treatment programs, and the pres-
ence of the educator, trained in near-sufficient numbers, provides a stable,
high-quality manpower base not now available in the United Statescompetent
observers report that residential programs for disturbed, retarded, and delinquent
children in France are generally superior to those in the United States. A program
for disturbed and delinquent children, based on the educateur or reeducation
model, has been in successful operation in Montreal, Canada, for twenty years,
under the direction of Mlle. Jeanne Guindon. The closest counterpart in the
United States is the reeducation programs of Tennessee and North Carolina.

' In sharp contrast with current United States practice are those social welfare
oriented and/or collectivist societies which have established central planning,
state directed coordination of services, and some control over manpower training
and placement, coupled with a strong tradition of comprehensive social security
and sick benefit insurance coverage. Examples might range from the more moderate
programs of the Netherlands and the United Kingdom through the Scandanavian
countries and Israel, to the managed economies of the Communist lands of
eastern Europe.

Reports prepared by the 1968 U. S. Mission on Mental Health to the Soviet
Union indicate that there is an elaborate array of child caring services in this
country. These services include group care for infants, nursery schools, boai ding
schools, and invalid homes. Children are cared for days, evenings, or on a residen-
tial basis. After the mother delivers the child, the district children's clinic is
immediately notified by the hospital. These clinics are the medical center of all
services for children; there is one in each district serving approximately 15,000
children. These clinics also provide most of the medical and psychiatric services
for kindergarten and school youngsters, including physical and psychological
examinations.

The Soviet child is not lost in a welter of agencies. The district children's
clinic is home base. This clinic has a number of staff speeialistr Including those in
pediatrics, child psychiatry, and speech therapy. At age 16, the adolescent and
his records are transferred from the child's clinic to a special clinic for adolescents.
At age 18, his records are transferred to an adult service. Continuity of service
to people of all ages is thus maintained.
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Health care services in the Soviet Union are closely related to basic goals whichincludes the provision of a coordinated network of preventatively oriented, readilyavailable, and geographically accessible mental health services, free of cost forall Soviet citizens. This is a reflection of the principle that health is a resource ofthe state, no less important than other natural resources, from which, it follows,that good health must be maintained and ill health prevented. In that sense,there is in the Soviet Union, unlike the United States, a clearly defined andexplicit relationship between the structure of the government and theorganizationand delivery of health services.
The principle of continuity of care in the Soviet Union also includes provisionfor after care following discharge from a hospital or other child care facility.Few if any U.S. states have mandatory provisions requiring clinics with state aidto provide follow-up care to patients returning from state hospitals or residingin their service areas.
Although more data are needed to evaluate the impact of these programs. thereis little doubt but that child welfare is recognized as an important matter in stateplanning in Communist countries. Based on public health principles, emphasisis given to those forms of prevention and treatment which can be applied rapidly,widely, and inexpensively. Many of these same trends have also taken place insuch countries as Israel, the United Kingdom, Denmark, Norway, and Sweden(David, 1969).

SUMMARY AND CONCLUSIONS

The great majority of emotionally disturbed or mentally ill children and youngpeople in the Mated States tail to receive needed diagnoses, care and treatment fortheir problems. It is estimated that .6 percent are psychotic and another twe tothree percent are severely disturbed. An additional eight to ten percent haveserious emotional disorders. The severity of this problem is bound to grow becauseof the incr.wing numbers of young people in the populatien and because the bio-logical anc social stresses of today's society are likely to increase the rate of emo-tional and nental disturbances.
We are faced, as a nation, with a host of critical problems in respect to thesehandicapped youngsters. These problems are the most poignant and acute forthem and the members of their families, but these problems, further, are of con-cern to us all: both hi human and economic terms.For such childrn, from moderate to extreme degrees, are crippled in theirability to yearn, to relate to others, to see the real world as it is, to adequatelyhandle their impulses of anger, fear, sex interest, a id the like. Some, in their senseof helplessness, confusion and rage, strike out at society in destructive acts. Othersretreat mutely into a world of tortured imagination far from the reach of otherhuman beings.
The problems of these unhappy youngsters are baffling indeed. There is a greatdeal that we do not know about them: exactly how many there are, the extent towhich they are more likely to beltnig to families that suffer the stresses of povertyand/or discrimination, the causes of their problems, the ways in which they may bemost effectively treated. Much, much more research is needed to learn the answersto these difficult and important questions.
In the meantime, while seeking and awaiting these answers, we do know thatmuch can be done and must be done to care for these youngsters and to lightenthe burdens that are placed on them and their parents. We know that no commu-nity in the United States has all the facilities for the care, education, guidance,and treatment that such children need. We do know that the few available facil-ities are poorly coordinated, one with another, that they are frequently unavailableto the poor and near-poor, that many emotionally and mentally disturbed young-sters are falsely diagnosed and institutionalized as being retarded or delinquent,that thousands are losing all possibility for partial or full recovery because theyare forgotten and left to slowly deteriorate on the back wards of mental hospitals,and that mental health facilities and manpower are much more likely to be devotedto the needs of adults than to the needs of the child and youth population.Further, we know that many children and adolescents with minor emotionaland learning disturbances recover fully if they are given understanding guidanceand help, that other more seriously handicapped young people improve withappropriate treatment, that a few show no improvement despite the best profes-sional efforts, but that assuredly they need humane care and their parents needhelp with their heavy responsibilities.
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We know inore than this. We know that children and voung people with emo-tional and mental disorders are happier and more likely to improve in theirbehavior if they are kept in their own homes or, at least, in their home communities
o, if this is ilnpossible, in close touch with their families and communities.We are becoming increasingly sure that emotional and mental disordersprobably represent a number of dysfunctions operating differently for differentindividuals. These dysfunction:4 cover a wide range, from slight to moderate tosevere. Many of these dysfunctions probably originate in the biological structureand functioning of individuals, but the form and severity of these disorders areaffected by the many, interacting factors in the child's experience and environ-ment in terms of his own developmental stage, his family, neighborhood, school,medical resources, church or svnagogue, and the like. In most, if not all, instancesof these disabilities, the child's problems are the result of a (simplex of factors,and his effective care and treatment depends on a complex of appropriate, co-ordinated services based upon expert diagnosis Of his problem by a professionalteam of p:.:ychological, social, and educational specialists and periodic teamassessment of his condition. In these diagnoses and assessments the centralquestion should be the child's level of physical, social, intellectual, and emotionalfunctioning in terms of his particular developmental stage and in a particularsocial setting.

In order to appropriately care for these children and young people, a wholenetwork of diagnostic, treatment, and care facilities must be available including:a service information and referral center, physical and mental health clinicswith special services for children and youth, mental health and special educationalservices in the schools, day care and homemaker service:: with mental healthconsultation and supervision available, half-way houses for disturbed adolescents,residential treatment and oti.er forms of group care centers, special child andadolescent ueits in psychiatric hospitals, vocational rehabilitation and protectedwork situations, and family counseling services. Not only should these servicesbe closely coordinated but it is imperative that nzrangements be made for thesustained, continuing care of these children and their families.
Of particular importance is reaching parents at a very early stage; beforeconception, if possible, with genetic assessment and counseling in those instancesin which there is reason to suspect that a biologically handicapped child may behorn. Excellent medical care during pregnancy, at child-birth, and in the followingearly years (if life is crucial, as we have recommended in other parts of this report.Emotional and mental problems in infants and toddlers, undetected and untreated,are likely to grow in severity and become increasingly difficult to reduce or eraseas the child grows older and his faulty perceptions and behaviors becomeincreasingly rigid and entrenched.
Specialized services for children with emotional and mental disorders should beplanned and administered as part of a large communityprogram which is directedtowards meeting the health, educational, recreational, housing, employment, socialand economic needs of all of its citizens at all age levels. Mental health services forchildren are an important, but not distinct, segment of a total community programwhich fosters the healthy growth and development of all individuals and families;for the emotional and mental well-being of any child is intimately and intricatelyrelated to the emotional and physical health of the members of the communityin which he live:.
At present, there are many different approaches to the treatment of disturbedchildren, ranging all the way from an emphasis on teaching more effective formsof behavior to chssical psychoanalysis with an emphasis on resolving emotionalconflicts within the self. Experimental new theories and treatment methods areemerging which offer promise for the future. It is important that these differenti,,mroaches be carefully evaluated with well-formulated research.hi many parts of the world there is a reawakened concern for the problems ofmentally retarded, disadvantaged, delinquent, and emotionally disturbed childrenand yoi,fh. There is a growing tendency in many countries for the inclusion of pub-lic- child mental health services as a part of child health and welfare programs.These are often financed by comprehensive social insurance arrangements. Unlikethe United States, many nation'', increasingly provide comp.chensive, continuous,coordinated care of all kin& to all children from conception on through infancy,childhood, and youth. While data are not yet available to assess the impart ofsuch arrangements, there can be little doubt that these nations are pioneering inimportant programs that should command our serious consideration.
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"THE FIRST THREE YEARS OF LIFE: AN OVERVIEW OF A NEW FRONTIER OF
PSYCH!: l'ItY" BY REGINALD S. LOURIE, M.D. FROM PP 33-39, AMERICAN
JOURNAL OF PSYCHIATRY 127:11, MAY 1971*

Psychiatry must become more concerned with the first three years of life if the roots of
later pathology are to be identified so that preventive measures can be undertaken. Inthis overview the author interweaves newer information with what is already known
about early development. He includes the concept of "organizers" in the infant's
experience, which form the beginnings of integration of functions; these include vision,
pain, separation anxiety, body image development, learning of body control, and
exploration of property rights.

My task in this report is to bring more clearly into focus what is slowly but
predictably becoming the new frontier of psychiatrythe first three years of life.It has been summarized as the task of helping a small, helpless, mindless being
become "humanized," a member of society, an individual in his own right, and
to develop so-called civilized patterns of control over his impulses(1).

The recently completed studies by the Joint Commission on Mental Health ofChildren (2) indicate that if we are to ever think of an era of prevention in the
field of mental health, we must become increasingly involved with the relatively
neglected first years. Such involvement is necessary not only in our understanding,
treatment, and prevention of disordered behavior, i.e., in dealing with mental
illne..s and the promotion of mental health. It is also necessary if we are to respondto the major problems facing our communities and nation such as violence and
crime; racism; the nonlearners who become the unemployed; and the personality
characteristics of hopelessness, helplessness, passivity, dependency, apathy,
,*lienation, suspiciousness, and depression in our Inner Cities.

We have known for a long time that the roots of many of these major problems
are in childhood, but more recently we have been forced to look at how earlywhen even Head Start programs have been found to be too late for many of ouryoung. This survey will attempt to interweave the newer information with what
we already know about what goes on developmentally. It interweaves "hard" and"soft" facts, but at this stage of our information if we disregard the "soft" facts
we close doors that can lead to more knowledge.

PRENATAL STAGE

If we are to start at the beginning of life for our understanding of normal and
abnormal development, we must start measuring age, as do the ancient Chinese,
from the date of conception. In other words, a baby is usually nine months oldat birth. Embryology has gone out of fashion in many of our medical schools,
but a new type of behavioral embryology is evolving and must eventually beincluded as a basic science for psychiatry. At this point in our information, wehave only hints about the earliest stages the brain-body interactions go through.We can recall that Freud pointed out (3) (to the discomfort of some current
psychoanalytic theoreticians) that by the time of birth it is already established
what the predominant defensive patterns of the individual will befor example,whether they will be predominantly hysterical or compulsive.

We do not go as far as Gilbert and Sullivan did when they wrote that every mannow alive was born a liberal or conservative. But the finger increasingly points tothe prenatal period to help us understand the psychosomatic problems of later life.We must ask ourselves when it is that an organ or an organ system develops apattern of reaction to stress. Is it whey there is acute or chronic stress during itsformation that a pattern of response established, such as when the oxygensupply is suddenly threatened? Does this imprint the kind of response that organor system will make when later stress is encountered?
*Based on a paper read at the Third Annual Seminar for Continuing Education for Psychiatrists, Atlanta,Oa.. Feb. 12-15, 1970.
Dr. Lourie is Director, Department of Psychiatry, Children's Hospital, 2125 I3th St., NAV.. Washington.D.C. 20009, Medical Director. Hillcrest Children's Centor, and Prof..ssorof Pediatrics (Psychiatry), GeorgeWashington University, Washington, D.C.
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We are learning that pathological or potentially destructive defensive responses,such as those that would result in hypertension, can he modified or retrained
later; t his has been demonstrated by some of the behavior modification techniquesbeing developed at Rockefeller University. I hope the day will come when weean understand the combinations of genetic, metabolic, and environmental
influences (Can we talk of the social life of a fetus?) that determine such patterns
of functioning. What determines in these first nine months of life the nature and
dosage of aggressive energy in any individual?

Thus far there have been postulated a socalled "umbilical stage" (4, 5), when
the hematological system learns a pattern of response to stress (we cannot yet
say anxiety) and a "deglutitive stage," when the fetus first learns to swallow,
etc. So we are on the verge of finding answers to some of these questions. There
are increasingly ingenious devices for interventions directly into the uterus thatwill permit monitoring and eventually corrective approaches with the fetus.At this point in time it is postulated that the major single determinant of whatkind of fetus we are dealing with is the nutritional state of the mother at the point
of conception (6). Are we on the edge of a change in the dating patterns of our
youth in which every date must include a good meal?

THE NEWBORN

Once born, the individual enters a period in which the brain will grow morerapidly in the next. 18 numths than it ever will again. The inputs during this
period of brain growth begin to build On the foundations begun in prenatal life.
This is the time when tlw brain is most plastic and when appropriate interventions
to correct pathology can be nmst effectively made. The experience of our British
colleagues working in the field of cerebral palsy illustrates this point (7). Theyhave found that with appropriate diagnosis and active treatmynt in the first18 months of life, when the brain is most plastic, they can prevent most of thespasticities and the skeletal deformities such as the kyphoses and can even eli-minate the athetoses.

Information is becoming available from work not only with animals but alsowith human infants that indicates, as Negera (8) has pointed out:
1. The genetic potential, in terms of the development of the anatomical structuresof the brain, is not reached at birth. Many such structures are in fact far fromcomplete at such a time.
2. The blueprint, of that genetic potential (determined by the chromosomes andgenes) is such that in order to be unfolded to its fullest, organic, anatomical-

maturational processes of the brain structures must continue after birth. Butsuch c( nitinuation is not Only dependent on internal, embry()logical maturational
forces, butand this is what I want to highlightin the interaction of such forceswith different forms of external stimulation without which interaction the em-bryological maturational blueprint will not unfold to its full potential. Reception
of such stimuli, as contained in the ministrations of the mother to her baby, inthe mother-child relationship, seems absolutely necessary. Furthermore, thiskind of external stimulation seems to influence the internal, anatomical-matura-
tional processes at least by three different mechanisms:

a. It may favor progressive complex arborization of dendrites during the firstfew months of life. The significance of this in terms of later function is dear.
b. It increases the degree of vascularization of certain anatomical structuresof the brain.
c. It increases and furthers the process of myelinization. Myelinization andfunction are closely related, as we know.
Studies in kittens blindfolded from birth most dramatically demonstrate the

contrast in vascularization and myelinization in the visual cortex and the tractsinvolved. It seems to follow that modifications that result from inappropriate orinadequate environmental stimulation lead to modifications of the developingbrain structure that may lead in turn to important qualitative differences in theability to perform all the ego functions associated with such structures.We also know from embryological studies in animals and humans that thereare critical periods for the development of specific organ functions; that is, devel-opmental time limits exist, and if the right type of stimulation is not forthcomingduring that critical time, the result may be a structure not necessarily damagedbut one that has not developed to its full potential. This type of information
begins to explain the problems of hospitalism as defined by Spitz, who describedit as "the appalling damage to early ego development that results from growingup under conditions of deprivation or inappropriate types of human contact"11, 9). Resulting developmental lags can be undone, which indicates to some of ourinvestigators that we cannot talk of critical periods of. development for the human
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but rather optimal periods (10). However, the evidence strongly suggests that the

individual can never completely recapture his original potential once the optimal
period for development of a part or a function has passed.

The major developmental stages from birth to maturity are well documented
(11, 12). ()ur information in this area, which comes from child development
research, psychoanalytic theory, and clinical studies, is more complete. But we

should realize that the psychoanalytic formulation of oral, anal, and the beginning

of phallic stages of development in the first three years describes only headlines.

If we look at the fine print, we see dozens of stagesat least one for every new
part of the body as it comes into voluntary control and for every new function as
it develops. Each new part is experimented with in terms of "How can this new
found part of me be used in the service of the instincts?" I.e., for survival, for
pleasurable use, for aggressive expressionism. This holds true for each of the ego

functions. We understand some of these, such as cognitive development (to
which Piaget (131 and many others have made important contributions) better
than others.

Even as we have established at least some understanding of the stages through

which the young organism goes in the development of personality, we are only
beginning to look at them in terms of their influence on individual differences in
constitutional makeup. For example (taking the most important first step in
personality development), as perception and awareness develop the baby moves

from a relatively unrelated stage at birth to a picture of himself as a completely
dependent part of another person; this normally occurs by three to five months
(see figure 1). If something intervenes that makes this step difficult to achieve,

a range of distortions in the individual's concept of dependency, closeness, and

trust can result. At one extreme of this range is the child who says it can be too
difficult or uncomfortable to make this step and he elects to remain unrelated, i.e.,

he becomes autistic and later develops a childhood psychosis, if the condition
remains unmodified.
Developmental Distortions

Particularly within the last 20 years, we have come to recognize that there are

a number of constitutionally based developmental distortions early in life that
lead to the individual differences that can place an infant at risk in making this

first step in emotional and personality development (14). If we match up consti-
tutional vulnerabilities with assets, we will have a much better picture of how a
baby needs to be handled to help him achieve optimal development, beginning
with object relationships.

To illustrate, let us look at the problems faced by babies born with special
hypersensitivities. Tactile hypersensitivityexperiencing being touched as pain-
fulprovides a hazard to being comfortable with closeness and to seeing oneself

as part of another person. If the baby does not elect to remain unrelated, if the
need to be part of another person is sufficiently great, he will make the first step.
However, the resulting picture can include a long-lasting expectation that de-
pendency involves pain. Since dependency is part of most close relationships,
masochism can have its beginnings hereor, to put it another way, primary mas-

ochism can be perpetuated. Some individuals can carry this a step further and say
that pain is not only a need, it is also a pleasure.

On the other hand, if this individual distortion in makeup is recognized early
and properly handled, it will not interfere with normal early development; usually
it is compensated for so that before the end of the first year it is no longer clinically
evident. For example, one mother, when her baby's hypersensitivity was pointed

out as the basis for his irritability and his turning away from her, said "Let me
put him on a pillow and hold the pillow when I feed him, if it is important for him
to have closeness. That doesn't make him uncomfortable." In contrast to this is
a ten-year-old girl in our treatment school who never can let anyone touch her

and is mistrustful of any dependency situation; she started life as this kind of baby.

TAKING STOCK OF THE INFANT

it is now possible to take an inventory of constitutional factors early in life so

as to devise methods of handling that can help prevent poor answers to the
problems of early personality development. We can take note of imbalances,
deviant arousal patterns, low energy and "sending power," labilities, disturbances
in integrative capacities, the threshold for stimuli, special sensitivities, and struc-

tural difficulties. Essential in any such inventory is taking stock not only of the

handicaps or functional distortions but also of the baby's assets. Thus we rate
adequate sending power, curiosity, and flexibility as measured by the ability to
provide substitutes, fend off pressures, turn away, alter the environment to or-

75-590 0-72------7
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ganize, protect the self, and get needed help or support. We want to know aboutpersistence, determination, usable antennae, and stable somatic integration. Ihave found Lois Murphy's Vulnerability Check List (15) the most useful meansof assessing the potential areas of difficulty in young babies, as well as the positivecomponents.
It used to be said that children with gross defects received the most attention,while those with milder or minimal distortions often had to wait until school agebefore their handicaps were recognized. More recently, it has been recognizedthat the blind, the deaf, and the cerebral palsied and otherwise brain-damagedchild not infrequently present multiple handicaps that also may_ be overlookedbecause emphasis is placed on the major presenting problem. Fraiberg's workwith blind babies illustrates this well (16). The athetotic cerebral palsied childwho is trying to gain control of arm movement can be frustrated by a tendencyto perseveration. The deaf child with hyperactivity may not be able to sit still orto concentrate long enough to find other communication patterns.It may take only one major handicap to influence ego development, but we moreoften find a combination of minor ones that can frustrate the compensatoryefforts of the organism to be as "normal" as possible. A passive child with a per-ceptual hypersensitivity to light, sound, touch, temperature, or pain cannot copewith stimuli that other babies could avoid. The hyperactive baby may on closerscrutiny be presenting an imbalance: his motor drives may be stronger than hiscilping devices or his capacity for love to bind them. This in turn can lead eventu-to impulsiveness

,
destructiveness, and aggressiveness. One of the mostdifficult vulnerabilitiesto identify in early life is the tendency for thinking and co-ordination to become disorganized nuder stress. This becomes evident in theform of disorganization of motor act ;ty. The stress situation in turn may alsobe related to other vulnerabilities in col:. 'Atonal makeup, such as a low thresholdfor displeasure, hostility, or anxiety. Th. .md result can be a feeling of helpless-ness which is the worst feeling in the world. In contrast is the baby who becomesbetter organized under stress, like the clutch hitter in baseball. It is felt that thistendency is built into the organism at birth.

The purpose of identifying these individual differences in constitutional makeup(often described as components of the autonomous ego) is to insure the healthiestpossible development of the rest of the ego functions. The child should be helpedto develop an optimistic attitude and a positive approach to problem solving;the purpose of cataloguing this information is to help parents to be aware, torecognize the problem, to step in and assist in correcting the anxiety-producingsituation. Likewise, in the case of the infant who is too compulsive and cannotshift away from a subject, the availablity of someone who can change the sceneor mood helps him develop a wider range of affect, more capacity for fun, joy,interest in new experiences, play, and ultimately creativity.With a passive, low-energy infant outside help and stimulation are neededif he is to be enabled to overcome his initially poor capacity to exert effort, tostruggle against obstacles, and to keep on trying after a failure. Picture whathappens if this baby has unaware or unavailable parentsparents who are POpassive themselves that they cannot reach out to the child when he is unable toindicate his needs or demands.
The development of the sense of reality requires experience with and selectiveuse of the environment. The child with preceptual.cognitive maldevelopment,for example (as in the much-abused concept of minimal brain damage), hasdifficulty in acquiring correct concepts of objects, space, time, etc., under certainconditions. These will occur, for example, if anger and frustration overwhelmhimif he has no outlets for,discharge or mastery over his anxiety and no recog-nition of what he is struggling with, and if his caretakers have no recognition ofthe nature of his struggles.
The concept of self and body image can also be distorted under such conditions.The hyperactive child whose caretakers do not realize that he cannot stop himselfand that be needs their help in putting the brakes on is particularly subject todistortions in these areas. He must avoid the feeling of helplessness at all costs.When a poorly controlled pat becomes a slap, he says "1 wanted to hurt." Whenhe inadv6rtently knocks a gliu s off the table, he says, "I wanted to break it."Yet underneath these defenses he has a very poor opinion of himself. If thiscontinues he has a good chance of being a depressed, self-defeating school-agechild and'adolescent.
It is apparent that almost endless combinations of weaknesses, handicaps,strengths, and resources are possible. If we look closely we can find in each childhis own unique combination. That many infants solve the problems posed bypotential handicaps in the process of maturation and regulation is evident from
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the ones who seem to "grow out of it," i.e., whose developmental delays are
overcome. In the N ational Institute of Neurological Diseakes and Blindness
collaborative study of pregnancies, births, and early childhood, 25 to 30 percent
of babies 'in some cities were found to have evidences of neurological damage.
But with proper handling, at the end of the first year only ten percent still showed
such evidence. This ten percent is the group most vulnerable to poor solutions in
earliest personality development. That many infants can carry these poor solutions
into later childhood and even adult life is also evident.

THE CONCEPT OF "ORGANIZERS"

It has been pointed out that at the beginning of life there is no connection among
the senses. They need to become coordinated and integrated to optimally negotiate
the development of the ego functions, of memory, reality testing, the ability to
think abstractly and to fantasy, to develop curiosity. In other words there are
"organizers" in the infant's experience. These form the beginnings of integration
of functions and the development of the structural foundations that establish
them for the rest of an individual's life. A major one is vision(1). Another organizer
that we are finding out about is pain. However, to answer those who think only
mechanistically about such developmental processes, there is evidence that affect
must accompany the provision of stimuli in order to have effective ego develop-
ment. It is the affect that makes it a fundamental educational experience and one
that is permanent. Inputs without affect 'result in learning that is impermanent
unless it is repeatedly reinforced.

Thus far I have concentrated on the newer dimensions that are important in the
first steps in personality development, particularly as they throw light on the areas
we should keep in our awareness in the interest of a healthy evolution of trust
and dependency in object relations. There is no need to review the information
available about the later stages of personality development in the first three years
except to highlight the newer information that can be added to our understanding
of the importance of selected stages.

The baby at an average of eight months is able to see himself as slightly in-
dependent when it is able to crawl away from its mother and to identify strangers
and strange places;_ this stage of separation anxiety thus becomes another per-
sonality organizer. Inappropriate solutions to this fillt phase in the development
of independence have been implicated as the precursors of later depressions(17),
as well as to the persistence of fear of strangers and anxiety in the presence of
anything new or different. More recently this stage has been implicated in the
onset of leukemias(5), lymphomas, and lupus erythematosis(18). One type of poor
handling in this stage has also been pointed to as responsible for a developmental
defect that can be utilized later as a motivation for suicide. Thus when a baby,
to demonstrate that it is not helpless when left by its mother, turns away from
her and finds that his leaving or "getting rid" of her is a way of hurting her, it
has learned an important lesson. There is an element of this kind of thinking in
most suicides, i.e., thinking how the people left behind will feel(10).

The second and third years of life are very busy ones in terms of personality
development; character formation proceeds actively and much of it simultane-
ously, To apply the concept of organizers to a few highlights in these years:

The stage of negativism is an organizer of the will.
Body image development is an organizer of self-respect. An important current

problem in this area is the development of racism. When we ask at which ages
a child begins to look at itself and ask "Is black or white or red or yellow good or
bad, is it clean or dirty, is it beautiful or ugly?" we find it is in the third year of
life that the first and often most important answers are established.

Toilet training is one example of the processes of learning body control that
are organizers of the individual's control system. This type of control is most
actively developed in the second year of life and becomes integrated with the
process of control over impulses. Inappropriate models provided for the child
in the handling of aggressive impulses, particularly those that are overstimulating
or distorted, can complicate this multidetermined process of "civilizing the drives."
Violence as a way of life can have its beginnings here.

As part of moving through further stages in the development of independence,
another organizing process centers around exploration of property rights, "what's
mine and what's yours." This becomes integrated with respect for rules, moral
values, respect for privacy, territoriality, etc. The groundwork is laid here and
in the control system for later delinquency. Later the lessons learned are carried
into the exploration of "who is mine and who is yours."
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CONCLCSION

These few examples indicate how those concerned with the problems of human
behavior must be concerned with the first three years of life if the roots of later
pathology are to be identified in the interest of prevention and early modification.
Poor answers in the early stages can complicate later stages and lock in place poor
problem-solving techniques, patterns of reaction, and fears. They can lead to a
closure of lines of development; a preoccupation with avoidance of discomfort,
with emphasis on immediate pleasure; a poor self-concept; and many other
possible distortions. We can recognize these as elements of personal malfunctioning
later in childhood and indeed, in too many individuals, for the rest of their lives.

The purpose of this overview is to indicate that psychiatry and particularly
child psychiatry have neglected the time in the life cycle when they can most
profitably open a new frontier. Our training programs have not been- concerned
with the problems that are available for solution in the first years of life. Nor
have we developed the necessary partnerships with .se who have been concerned
with this time of life. Let us move to fill this gap.
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("Residential Treatment Centers for Emotionally Disturbed Children-1.968"
Statistical Note 11; and, "Expenditures in Private Mental Hospitals and Resi-
dential Treatment Centers for Emotionally Disturbed Children-1968"Sta-
tistical Note 24 by Survey and Reports Section, Biometry Branch, Office of
Program Planning and Evaluation, N.I.M.H., DHEW)

RESIDENTIAL TREATMENT CENTERS FOR EMOTIONALLY
DISTURBED Cnn.DEEN-1968

In addition to the public and private mental hospitals and Institutions for the
mentally retarded for which statistics have been collected over the years, there
is another group of facilities which serve emotionally disturbed and/or mentally
retarded children. These latter facilities, identified under the general label of
residential treatment centers, either could not or preferred not to be classified
under any of the other types of inpatient facilities and, heretofore, were not
included in the national reporting system. Provisional data for these centers, now
available from an Inventory of Mental Health Facilities conducted in January
1969, are presented in this report. These data, together with more detailed tabu-
lations to be available in the near future, may help to clarify the distinction be-
tween residential treatment centers and the public and private hospitals and
institutions serving predominantly children which has never been clear-cut.

Data from the current Inventory indicate that there were 188 residential treat-
ment centers for emotionally disturbed children, mostly private and non-profit,
serving an estimated 26,000 children during 1968. This number represents ap-
proximately five percent of the children estimated to be under care in various
types of inpatient and outpatient psychiatric facilities.1

These facilities, defined as residential institutions that primarily serve children
who by clinical diagnosis are moderately or seriously disturbed emotionally and
provide treatment services usually under the supervision of a psychiatrist, offered
a various range of services, as follows: Percent oj total

jacilitles
Service:

providing service

Inpatient care 100
Outpatient care 29
Day care 18

Night care 2
Aftercare 41
Emergency service 8
Diagnosis and evaluation 49
Rehabilitation 38
Preadmission service 51
Research and evaluation 15

Training 38
Other 16

The predominant service modality was, as might be expected, inpatient care,
with all of the centers offering this service. However, almost a third of the centers
also provided outpatient services and about one-fifth provided day care service.
In addition, a variety of other services were seen to be offered by varying numbers
of these facilities.

Information on the estimated caseloads experienced by three of the patient
care servicesinpatient, outpatient and day carepresented below, indicates that
the number of additions and discontinuations during the year for inpatient care
were about equal resulting to no significant change in the resident population at
the end of the year among the centers surveyed. Caseloads for day care and out-
patient care, however, showed some slight increase during the year.

For estimates of the number of children under care in other types of psychiatric facilities see Utilization
of Psychiatric Facilities by Children, National Institute of Mental Health, 1Kental Health Statistics, Series B,
No. 1, U.S. Government Printing Office, Washington, D.C. 20402

'(97)1
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Caseload
Inpatient

Ca re Day care
Outpatient

care

Persons receiving direct services at beginning of year 9, 569 311 4,648
Additions to direct service during the year 5, 656 289 5, 652

Patients under care during year (Sum of 1 and 2 above) 15, 224 600 10, 300
Discontinuations from direct service during the year 5, 652 268 5, 414

Persons receiving direct services at end of year 9, 572 332 4, 886

As of January 1969 an estimated 10,775 beds were available in the inpatient
care services of these centersthis averages to about 57 beds per facility. Owing
to a smaller average inpatient caseload per facility, the average occupancy rate
was 89 percent during the year.

Total expenditures incurred by these centers during 1968 amount to slightly
over an estimated 98 million dollars, or an average of $524,000 per facility. The
proportions of this total allocated for operating expenditures and for salaries were
respectively higher and lower than similar proportions shown for other types of
mental health facilities. (See Table A, Statistical Note 5)

Type of expenditure
Amount in
thousands Percent

Total expenditures 698,350 100
Salaries 64, 522 56
Other operating expenditures 31, 807 32
Capital expenditures 12,021 12

EXPENDITURES IN PRIVATE MENTAL HOSPITALS AND RESIDENTIAL TRE:ITMENT
CE NTERS FOR EMOTIONALLY DISTURBED CH ILD RE N-1968

Data collected in the January 1969 Inventory of Mental Health Facilities
indicate that the expenditure per patient day in private mental hospitals is less
than that reported for general hospital inpatient psychiatric care. The average
expenditure per patient clay reported for 72 private mental hospitals for calendar
year 1968 was forty-seven dollars. Reported expenditures in general hospital
psychiatric units are in the range of 50-60 dollars. The attached table shows
annual expenditures and per diem expenditures by size of the hospital.

Similar data for Residential Treatment Centers for Emotionally Disturbed
Children 2 are given by bed size in the attached table. Since 106 of 114 reporting
facilities are non-profit, no breakdown by ownership is given. A previous Note 3
presented utilization data on these facilities and provided estimated expenditure
data for the 188 known facilities.

The reader is cautioned that these are average figures based on the overall
experience of the facilities responding. The costs for any given facility may be
higher or lower, depending on such things as the population served, services
available, composition of staff, treatment policy (short-term or long-term, for
example) and many other factors.

I A potential source of bias is that these data are based on reports from a low _proportion of the facilities
relative to the total number known to be operating. Because of the paucity of such data and the urgent need
for these data, these figures are published in this provisional format. The reader is cautioned that these
figures are subject to change at such time as more completely reported data are available.

2 Defined as residential institutions that primarily serve children who by clinical diagnosis are moderately
or seriously disturbed emotionally and provide treatment services usually under the supervision of a
psychiatrist.

3 Statistical Note 11, "Residential Treatment Centers for Emotionally Distrubed Chidren-1968" Biome-
try Branch, OPP E, NIM11, November 1969.
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"RESIDENTIAL TREATMENT CENTERS FOR EMOTIONALLY DISTURBED
CHILDREN-1969-1970" D.H.E.W. Publication No. (HSM) 72-9022

INTRODUCTION

In this report, residential treatment centers for
emotionally disturbed children (RTC's) are defined
as institutions providing inpatient services, usually
under the supervision of a psychiatrist and primarily
to persons under 18 years of age, who by clinical diag-
nosis are moderately or seriously emotionally dis-
turbed. Some mentally retarded children may be
served in RTC's. However, facilities which serve pri-
marily the mentally retarded are excluded.

It is important to recognize that each of the 261 fa-
cilities in 1969 which fulfilled this definition is unique
in terms of such characteristics as its philosophy, ori-
gin, approaches to care and treatment, utilization of
staff, range of services, intensity of care, relationship
of staff to children, living arrangements, e. A statisti-
cal study, as presented in this report, cannot reflect
adequately the uniqueness of the programs conducted
in each facility. For an in-depth description of se-
lected RTC's, the reader is referred to two reports
prepared by the Child Welfare League of America,
Inc.1.2

In addition to the current report, there have been
several other statistical reports, which have presented
data on RTC's. The results of a census of children's
residential institutions in the United Stares in 1966,
published in the Social Science Monographs series of
the University of Chicago, include a volume on "Insti-
tutions for Emotionally Disturbed Children." $ Publi-
cations by NIMH on RTC's include two Statistical
Notes, which present provisional data for 1968." An-
other NIMH report, which is based on data for Janu-
ary 1968, compares staffing patterns in various types
of mental health facilities (including RTC's).41 This
current report for 1969 is the first NIMH report
which presents comprehensive data on facilities classi-
fied as RTC's.

Sources and Qualifications of the Data

The data presented in this report were collected in
the Inventory of Mental Health Facilities, a mail sur-
vey conducted in January 1970 by the Biometry
Branch of NIMH with the cooperation and assistance
of the State mental health authorities.

In addition to RTC's, other types of facilities sur-
veyed included public and private mental hospitals,
general hospitals with separate psychiatric facilities,
outpatient psychiatric clinics, mental health day/night
facilities, community mental health centers, and other
multi-service psychiatric facilities.

Since the Inventory is a general purpose form,
which was sent to all types of facilities, some of the
questions are not particularly relevant to RTC's. For
example, responses to the Inventory show how many
RTC's exclude suicidal children but provide no infor-
mation on the number of RTC's which exclude brain
damaged children, psychotic children, physically
handicapped children, delinquents and others which
are more appropriate classifications for children. De-
spite this fact, the report contains much informative
data on RTC's, some of which is available on a na-
tional basis for the first time.

Whenever possible, data in this report have been
adjusted to include estimates for RTC's which did not
report certain information. The estimation procedures
and an analysis of nonrespondents is given in Appen-
dix II.

Ratios and averages pruented in this report were
derived from data which include estimates for the
nonresponding RTC's. These terms and others such as
those that relate to types of services are defined in Ap-
pendix I. Special symbols used in the tables are shown
on page iv at the beginning of this report. Since many
of these definitions and symbols have specialized
meanings, familiarity with them will aid in the inter-
pretation of the data.

Residential Treatment Centers and Other
Psychiatric Facilities Serving Children

Residential treatment centers make a signific-Ant
contribution in the provision of psychiatric care and
treatment to children in the United StateA D.ring
1968, the latest year for whis.h information wile. .w;tila-
bIe from all types of facili ies, RTC's cared for 16 per-
cent of the estimated 91,000 psychiatric inpatients
under 18 years of age (Table A). Only general hospi-
tals with psychiatric services and public mental hospi-

-0:
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tals provided psycniairic inpati mt care to more chil-
dren during that year.

RTC's are primarily resident0 facilities, but they
also provide a limited amount of outpatient care. This
fact is reflected in Table A, which shows that RTC's
served only four percent of the 686,000 children under
care in all psychiatric facilities during 1968 in com-
parison with the 16 percent cared for in inpatient
services only.

Lnlike RTC's, few mental hospites are operated
primarily for children. Of the 462 public (excluding
Fede -al) (310) and private mental hospitals (152)
opersting in the United States during 1969, only 15 or
three percent were classified as psychiatric hospitals
for children. These hospitals are closely akin to RTC's
both in type of children cared for and in the services
provided, but there are also some marked differences

TABLE A. ESTIMATED PROPORTIONS OF CHILDREN UNDER 18 YEARS OF AGE UNDER CARE
IN PSYCHIATRIC FACILITUS: UNITED STATES, 1968

Types of Facilities

Types of Services

All Services Inpatient Services
Only

Al 1 Facilities, Total

Number of Children Under Care

686.000 91 000

Percent Distribution of Children

All Facilities, Total 100 100

Residential Treatment Centers 4 16
Outpatient Clinics 77 6.40

Community Mental Health Centers 7 8

General Hospitals 5 40
State and County Mental Hospitals 4 28
Mental Healch Day/Night Units 2 OM OM

Private M:ental Hospitals 1 8

Source: Selected publitthed and unpublished data from Biometry Branch, Office
of Program Planning and Evaluation, Eltdi.
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between the two types of facilities. The 15 hospitals as
a group, which were largely state-owned in contrast to
private ownership patterns that predominated in the
261 R.TC's, were generally larger, provided more re-
search activities, had more professional staff in rela-
tion to the number of residents and expended more
than twice as much money per patient day than

RTC's. Comparisons between the two types of facili-
ties are shown in Table B.

In addition to psychiatric hospitals for children,
some mental hospitals which serve persons of all ages
provide special services to children. During 1969
about half of the public mental hospitals reported
having these services.

TABLE E. COMPARISONS OP SELECTED DATA ON PSYCHIATRIC HOSPITALS FOR CHILDREN AND RESIDENTIAL TREATMENT CENTERS:
UNITED STATES, 1969 I/

Selected Measures
for 1969

Residential Treatment
Centers
(N.261)

Predominant type of ownership

Predominant geographic division

Median site (in beds)

Annual number of patient days, all facilities

Average daily census per facility

Average daily percent occupancy per facility

Annual number of additions, all facilities

Annual additions per 1,000 U.S. resident population
under 18 years 2/

Annual additions per 1,000 discharges

Proportion of facilities with research activities

Pull-time equivalents per 1,000 residentell'
Professional employees
Non-professional employees

Annual total expenditures
Annual salary expenditures
Average total expenditures per patient day
Average salary expenditures per patient day

Private non-prof. (89 percent)

East North Central (31 percent)

37

4,521,000

47

81%

7,596

10

102

9%

307
592

$117,065,000
$65,554,000

$27
$15

iState and County (73 percent)

East North Central (53 percent)

84

361,000

66

78%

2,778

Psychiatric Hospitals
for Children

(N.15)

4

100

54%

1,035
1,576

$24,554000
$18,194000

$66
$50

V
Includes estimates for nonreporting RTC'e and psychiatric hospitsls (see Appendix II).

The population used in the calculation of these rates was the civilian resident population under 18 years as of
July 1, 1969. Source: Current Population Reports, Series P-25, No. 437, January 1970.

Pull-time equivalent is taken as a 40-hour work week.

Patients resident in facilities on December 31, 1969.
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CHARACTERISTICS OF RESIDENTf AL TREATMENT CENTERS

Number of Facilities and Beds

The 261 RTC's were similar as a group in terms of
bed size, ownership, and geographic distribution. Most
of the RTC's were small with nearly one-quarter
maintaining less than 25 beds and approximately
two-thirds less than 50 beds. Only 10 percent had 100
beds and over (Table C).

Eighty-nine percent of the RTC's were operated by
church (18 percent) or other nonprofit (71 percent)
groups. State or county governments owned only four
percent of the RTC's (Table C), a sharp contrast to
public ownership patterns that predominate in mental
hospitals.

The RTC's were highly clustered with regard to
geographic division. (The States that compose each of
the nine Census Bureau geographic divisions are given
in Appendix I.) Sixty percent of the RTC's and

nearly two-thirds of the inpatient beds were concen-
trated in three geographic divisionsEast North Cen-
tral, Pacific, and Middle Atlantic (Table D). In sharp
contrast, the South, which is comprised of the South
Atlantic, East South Central, and West South Central
Divisions, collectively maintained only 11 percent of
the RTC's and 15 percent of the inpatient beds.

The South Atlantic and East South Central divi-
sions also maintained the fewest beds per 100,000 per-
sons under 18 years residing in their divisions, while
the New England and Middle Atlantic divisions main-
tained the most RTC beds per 100,000 persons under
18 years of age (Table D).

As shown in Table 1, 11 States, which are concen-
trated for ole most part in the South and in the
Mountain States, had no residential treatment centers.
In addition, 10 other States had only one RTC. On

TABLE C. NUMBER AND PERCENT DISTRIBUTION OF RESIDENTIAL TREATMENT CENTERS AND BEDS; AND MEDIAN NUMBER OF BEDS
PER GROUP BY BED SIZE AND TYPE OF OWNERSHIP: UNITED STATES, 1969 1/

Bed Size and
Type of Ownership

Residential
Treatment Centers Inpatient Beds2/

INumber Percent

All RTC's

Bed Size

15 beds and uader
16-24 beds
25-34 beds
35-49 beds
50-74 beds
75-99 beds
100 beds and over

Ownership

Nonprofit
Church
Other nonprofit

Proprietary
State and county government

261 100.0

19

43
50

57

49

16

2/

232
47
185
17

11

7.3
16.5
19.2

21.8
18.8
6.1

10.3

89.2
18.0
71.2
6. 4

4.4

INumber Percent Median Number
Per Group

15 129

197

882
1,465
2,315
2,897
1,337
6,036

13,553
2,763
10,790

916
660

,100.0

1.3

5.8
9.7

15.3
19.1

8.8
40.0

89.6
18.3
71.3

6.1

4.4

9

21

30
40
60
84

150

36

40
36
31

49

1/ This table includes estimates for nonreporting residential treatment centers (see Appendix II).

2/ Beds set up and staffed for use as of December 31,

,
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TABLE D. NUMBER AND PERCENT DISTRIBUTION OF
RESIDENTIAL TREATMENT CENTERS AND BEDS: MEDIAN NUMBER OF BEDS PER

GROUP AND BEDS PER 100,000 RESIDENT
POPULATION UNDER 18 FEARS BY GEOGRAPHIC DIVISION: UNITED STATES,

1969 1/

Geographic
Division

Residentiel 1,

Treatment Centers-I

2/
Inpatient Beds

Beds Per

100,000 U.S.
Resident

Population"
Under 18'Number Percent Number Percent

Median Number
Per Group

United States

_

101 19.QA 15.129 100.0, 21 ii

New England 36 13.8 1,539 10.2 33 39

Middle Atlantic 38 14.6 4,278 28.2 49 35

East North Central 80 30.7 3,942 26.1 40 28

West North Central 31 11.9 1,053 7.0 32 19

South Atlantic 14 5.4 809 5.3 33 7

East South Central 4 1.5 293 1.9 ** 6

West South Central 10 3.8 1,188 7.9 60 17

Mountain 9 3.4 269 1.8 28 9

Pacific 39 14.9 1,758 11.6 36 19

1/ All data in this table include estimates
for nonreporting RTC's with the exception of the distribution of

residential treatment centers by division, which was 100 percent reported (see Appendix II).

3/ Beds set up and staffed for use as of December 31, 1969.

If The population used in the calculation of these rates was the civilian resident population of the United

States under 18 years of age as of July 1, 1969. Source: Current Population Reports, Series P-25, No. 437,

January 16, 1970.

the other hand, three StatesWisconsin, New York,
and Californiaeach had more than 20 RTC's.

As measured by the median number of inpatient
beds, the RTC's tended to be larger in the West South
Central and Middle Atlantic Divisions (Table D).
The median, the number of beds equaled or exceeded
by 50 percent of the RTC's within a division, is shown
in place of the average (mean) since the median is
not unduly influenced by RTC's with large numbers
of beds which are concentrated in a few divisions.

Types of Services Provided

The types of services provided in RTC's have been
classified into two categories as follows: (1) patient
care services and (2) research, education, and train-
ing activities.

Patient care services include those such as "inpa-
tient treatment" and "special education" which are
provided to emotionally disturbed children in the
course of their treatment. The extent to which RTC's
provided these services are shown by State in Table 1
and by bed size and geographic division in Table 2.

Research, education, and training activities include
supportive and evaluative activities not directly re-
lated to the cart of individual children. The extent to
which RTC's provided these services are shown by

State in Table 3 and by bed size and geographic divi-
sion in Table 4.

In addition to "inpatient treatment" which was
provided by all RTC's, other patient care services fre-
quently provided include "special education," "diag-
nostic service," and "aftercare" which were provided
by 70 percent, 44 percent, and 34 percent of the
RTC's respectively (Table 2).

The research, education, or training activity most
frequently supplied was "in-service train:11g to staff,"
which was provided in nearly two-thirds of the RTC's
(Table 4). Other activities provided in a relatively
large proportion of R.TC's included "consultation to
community agencies," and "general public education,"
which were provided in 24 percent and 22 percent of
the RTC's respectively.

Restrictions Regarding Admission

On the NIMII Inventory, RTC's were asked specifi-
cally for age and diagnostic restrictions applied to per-
sons seeking services.There are other restrictions such
as those relating to "sex" but these were not specifi-
cally asked. However, data from a 1966 survey con-
ducted by thee Center for Urban Studies of the Uni-
versity of Chicago show that 54 percent of "institu-
tions for emotionally disturbed children" accept both
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TABLE E. MINIMUM AND MAXIMUM AGES MOST FEIMINTLYACCEPTED FOR ADMISSION
IN RESIDENTIAL TRIATNENT CENTERS SY TYPE OF SERVICE:
UNITED STATES, JANUARY 1970 If

Type of Service

Number of
RTC's

Providing
Services

Most Frequently
Reported:

Minimum
Age

Maximum
Age

Inpatient Treatment 261 6 18

Special Education 183 6 18

Diagnostic Service 116 6 18

Aftercare 90 6 18

Halfway House 48 12 18

Outpatient Treatment 48 0 18

Day/Night Treatment 44 6 12

1/ This table includes estimates for nonreporting residential treatment
centers (see Appendix II).

TABLE F. PERCENT OF RESIDENTIAL =mow CENTERS SPECIFYING RESTRICTIONS HITE REGARD TO THE ADMISSION OF CERTAIN
DIAGNOSTIC GROUPS BY BED SIZE: UNITED STATES, JANUARY 1970 I/

Bed Sise
Number

of

RTC's

No
Diagnostic

Restrictions

Diagnostic Restrictions

Serves all but:

Alcoholics
Drug I Mental I Suicidal

Abusers Retardates Patients
Others2/

Percent of Residential Treatment Centers Specifying Restriction2/

411WU ZIL 35 21 14 46 16 20

Less than 25 beds 62 41 12 7 29 7 8

25-49 beds 107 40 14 10 49 15 16

50-74 beds 49 21 34 21 64 19 31

75-99 beds 16 36 21 29 50 21 69

100 beds and over 27 27 31 27 42 35 19

I/ This table includes estimates for nonreporting residential treatment centers (see Appendix /I).

2/ Includes such categories as "psychotics," "brain damaged," "physically handicapped," and "delinquent."

2/ Because RTC's may pecify more than one type of restriction, the rows of percents do not add to 100 percent.
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males and females, 28 percent accept males only, and
18 percent accept females only.$

Thirty-five percent of the RTC's reported no geo-
graphIc restrictions on admissions; 25 percent speci-
fied the acceptance of children residing within a cer-
tain State; 30 percent specified the acceptance of chil-
dren residing in certain local areas within a State; and
10 percent said they accepted children whose family
residence was in any of several States. However, for
some RTC's it was not clear whether the information
provided on "geographic restrictions" referred to
actual policy or merely stated the family residence for
most of the children under care.

The percent distribution of RTC's by minimum
and maximum ages required for admission, and type
of service is given in Table 5. For most services the
age range most frequently specified was six to 18 years
(Table E). Only 10 percent of the RTC's stated they
will provide inpatient and special education services
to persons over 18 years of age (Table 5). However,
other services, especially those that usually follow in-
patient treatment episodes were available in propor-
tionately more RTC's to persons of older ages. Three

such services and the accompanying proportions of
RTC's specifying eligibility to persons over 18 years of
age were: aftercare (55 percent) ; outpatient treat-
ment (50 percent) and halfway house care (31
percent) .

Thirty-five percent of the RTC's stated they had no
diagnostic restrictions. Groups mentioned as being in-

eligible for service in the largest proportion of RTC's
included mental retardates (46 percent), alcoholics
(21 percent), and suicidal patients (16 percent).

The larger RTC's appeared to be more restrictive
in the admission of certain diagnostic groups than the
smaller ones. For example, only 27 percent of the
RTC's with 100 beds and over stated they had no di-
agnostic restrictions as compared with 41 percent of
the R.TC's with less than 25 beds (Table F). Con-

versely, a larger proportion of RTC's in the two larg-

est bed size groups (75-99 beds; 100 beds and over)
than in the two smallest bed size groups (less than 25

beds; 25-49 beds) stated they would exclude patients
in almost all of the diagnostic groups shown in

Table F.
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UTILIZATION OF RESIDENTIAL TREATMENT CENTERS
Patient Movement and Volume of Service

Patient movement and annual volume of service areshown by bed size and by geographic division in Table6. An estimated 21,000 patients received over 4.5 mil-lion days of care in RTC's during 1969 (Table 6). Of
these, more than 11,000 children or 54 percent wereunder care in RTC's in the East North Central (26percent) and the Middle Atlantic Divisions (28 per-cent). The data in the latter group were unduly
influenced by one facility which accounted for 21percent of the patients under care in the Middle At-
lantic Division. The fewest children were in theMountain and East South Central Divisions, whichjointly cared for less than 1,000 children (Table 6).

Utilization Indices

As a complement to data on absolute numbers of pa-tients in RTC's given in the preceding section, indiceswhich show the relative extent to which RTC's areutilized in different bed size groups and in different
geographic divisions are of interest. These indices areshown in Table 7.

Although the average daily census per RTC whichrepresents the average number of beds occupied dailyby the residents was naturally higher in the largerRTC's, the percent occupancy was not. This latter
measure, which is the ratio of the average daily censusper RTC to the average number of beds per RTC ex-

pressed as a percent, shows on the average how close
to capacity the RTC's operate daily. RTC's with 100
beds and over had an 80 percent occupancy rate whilein contrast RTC's with 25-49 beds and 50-74 bedshad occupancy rates of 86 percent and 85 percent re-spectively.

RTC's with 100 beds and over surpassed all othersize groups in additions, average resident patients, and
days of care respectively per 100,000 U.S. civilian resi-
dent population under 18 years (Table 7). However,
the turnover rate as measured by the number of addi-
tions per 100 beds and per 100 average residents re-
spectively was highest in RTC's with less than 25
beds. In general, both these measures, with the excep-
tion of an upturn in the 75-99 bed size group, varied
inversely with bed size group.

As measured by the number of additions, average
resident patients, and number of days of care respec-
tively per 100,000 persons under 18 years of age resid-
ing in a division, the New England States had the
highest rate of utilization and the South Atlantic
States the lowest.

In all geographic divisions with the exception of the
South Atlantic, the number of patients added during
1969 exceeded those discontinued. The excess of dis-
continuations over additions in the South Atlantic di-
vision was largely attributed to one RTC.
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CHARACTERISTICS OF STAFF EMPLOYED

Distribution of Employees and Manhours Worked

The distribution of the number, of employees and
manhours worked and the average number of man-
hours worked in a week per employee are shown by
staff discipline in Table 8. RTC's employed nearly
15,000 persons who collectively worked approximately
487,000 manhours per week or an average of 33 hours
per person.

Most of the persons were employed 35 or more
hours weekly (full-time). The 10,400 employees who
worked full-time amassed 421,000 manhours, and
accounted for 71 percent and 86 percent of all em-
ployees and all weekly manhours respectively. The av-
erage number of hours worked weekly ranged from 10
hours for psychiatrists to 37 hours for semi-profes-
sional and nonprofessional health workers.

Table 9 shows the extent to which "professional"
persons are employed in residential treatment centers.
These employees comprised 40 percent of the work
force in RTC's, but provided only 34 percent of the
manhours in a week, a reflection of the large propor-
tions of professional employees working part-time or
as trainees. Over one-half of the part-time employees
and nearly three-quarters of the trainees were profes-

sional employees. Professional employees worked an
average of 28 hours a week or on the average eight
hours a week less than other employees.

For comparative purposes, professional employees
and manhours worked in a week as percent of all em-
ployees and manhours, and average weekly hours
worked by professional staff are shown for residential
treatment centers and other psychiatric inpatient fa-
cilities in Table G.

Staffing Patterns for Selected Professional Staff
Disciplines

Tables 10 through 14 and Table H present detailed
data on number of employees and hours worked in
RTC's by persons in selected professional staff disci-
plines. Tables 10 through 12 and Table H present
staffing patterns by bed size group; tables 13 and 14
present staffing patterns by geographic division.

Based on the broad occupational groupings on the
1969 NIMH Inventory, detailed data are shown for
six professional staff disciplines, as follows: (1) psychi-
atrists, (2) psychologists; (3) social workers; (4) reg-
istered nurses; (5) schoolteachers; and (6) counselors
and therapists, which includes vocational rehabilita-

TABLE G. PROFESSIONAL MUMS AND !AMOURS AS PERCENT OF TOTAL INPLOYEES AND MRNHOURS, AND AVERAGE MANNOURS

WORKED /N WEEK EY PROFESSIONALS IN RESIDENTIAL TREATMENT OMNI AND IN OMR PSYCHIATRIC INPATIENT

FACILITIES: UNITED STATES, JANUARY 1970 I/

Employees Manhours
Average

Total Percent
Total Percent

Type of Facility
Hours Worked

Number "Professional"
Number Worked by in Week

"Professionals" Per "Professional"

Residential Treatme,:t Centers 15,000 40 487,000 34 28

State end County Mental
Hospitals 2/ 225,000 19 8,843,000 18 38

Private Mental HospitelsY 25,000 31 854,000 28 31

General Hospitals with Separate
Psychiatric Inpatient Unii:s 34,000 48 1,107,000 45 31

I/ This table includes estimates for nonreporting facilities (see Appendix !I).

2/ Includes psychiatric hospitals for children.

2/ Includes only employees and hours worked in separate psychiatric inpatient units of the hospitals.
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don counselors, occupational therapists, recreational
therapists and assistants to all three. Jointly these dis-
ciplines accounted for nearly 84 percent of all profes-
sionals employed in R.TC's.

Information on the level of training for staff per-
sonnel was not collected in great detail in this.survey.
For this reason, information on level of training as of
January 1968, which was collected 4n greater detail in
an earlier survey and published in a special report of

staffing patterns in all types of mental health
facilities* is presented when applicable to supplement
some of the data shown in this report.*

Psychiatrists. There were 466 psychiatrists employed
in RTC's (Table H) and over 88 percent of RTC's
had at least one psychiatrist (Table 10). Most psychi-
atrists were employed on a part-time basis. Only five
percent of the R.TC's employed at least one full-tfine

It should be r. that the January 1968 data are based
on information collected in an incomplete universe of RTC's
since only 143 RTC's are included. However, since the dis-
tribution of these facilities by bed size differed little from the
distribution of the 261 RTC's by bed size in 1969, it is
likely that the level of training for specific professional dis-
ciplines would also be distributed similarly.

psychiatrist (Table 10) and less than eight percent of
all psychiatrists in R.TC's were employed full-time
(Table 11).

In comparison with other professional disciplines
employed by RTC's, a greater proportion of psychia-
trists (over 12 percent) were employed as trainees.

No data on level of training of psychiatrists are
available for 1969. Data as of January 1968, however,
show that nearly three-fifths were board certified.*
The proportion of psychiatrists employed in other psy-
chiatric facilities as of January 1968, who were board
certified, ranged from 24 percent in State mental hos-
pitals to over 40 percent in both private mental hospi-
tals and general hospitals with separate inpatient psy-
chiatric units.

Psychologists. Staffing patterns of psychologists were
similar to those of psychiatrists in that the majority
were employed part-time and the number of trainees
in comparison with the total staff was relatively large.
At least one psychologist was employed in two-thirds
of the R.TC's, but only 26 percent of the RTC's had
one or more psychologists who worked full-time
(Table 10) and only 36 percent of the 398 psycholo-
gists were employed full-time (Table 11). Nearly 11

TABLE H. NUMBER OF EMPLOYEES AND AVERAGE NUMBER OF MANROURS WORKED PER EMPLOYE* INA EMMY IN RESIDENT/AL
TREATMENT CENTERS BY BED SIZE AND SELECTED STAFF DISCIPLINES: UNITED STATES, JANUARY 1970 2/

Selected Professional
Staff Disciplines All

Sixes

Psychiatrists 466

Psychologists 398

Social Workers 1,630

Registered Nursesil 203

Schoolteachers - BA and above 1,542
Counselors and therapists and

their assistants 5/ 678

Psychiatrists 10.2

Psychologists 22.3

Social Workers 4/
Registered Nurses -

32.0
29.5

Schoolteachers - BA and above 32.3

Counselors and therapists and
their assistants 5/ 28.9

Beds Size Group

1

Less than
25 Beds

25-49 1 50-74 75-99

Beds Beds Beds

100 beds

and over

83
67

212
18

150

Number of Employees)/

191

125
616
74

365

77

85
451
45

306

51 146 69

Average Number of Menhours Worked in

12.2
21.2
31.2
28.3

29.5

23.5

22

23
66

6

170

36

Week per Employee1/

7.5 12.2 8.4
19.5 23.9 14.5

32.4 31.2 32.3

23.9 31.6 29.2

34.2 32.0 30.0

27.9 24.2 20.0

93

98
285
60

551

376

12.6
27.1
33.0
35.2
32.7

31.7

The week for which staff data were requested in the survey was January 11-17, 1970.

This table includes estimates for nonreporting residential treatment centers (see Appendix /I).

Includes full-time employees, part-time employees, and trainees.

Includes student nurses.

Includes vocational rehabilitation counselors, occupational therapists, recreational therapists and

assistants to all thre.
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percent of the psychologists were trainees, a propor-
tion exceeded only by psychiatrists.

The majority of the psychologists had M.A. degrees
or higher; eighty-four percent of the full-time psychol-
ogists, 92 percent of the part-time, and 79 percent of
the trainees.

No data are available on the proportion of psychol-
ogists employed in 1969 who had Ph.D.'s. However,
data for January 1968 show that nearly 46 percent of
psychologists employed in RTC's had the doctorate.1
This compares with 40 percent, 58 percent and 69
percent of all employed psychologists who had Ph.D.'s
in State and county mental hospitals, general hospitals
with separate psychiatric units, and private mental
hospitals respectively.

Social Workers. Social workers along with school-
teachers were employed more universally in residential
treatment centers than other types of professional em-
ployees. Not only were more social workers employed
in RTC's, but also more RTITs (97 percent) had at
least one social worker on their staff (Table 10). Over
two-thirds of the social workers were employed 35 or
more hours in a week. Among the professional staff
this proportion was exceeded only by schoolteachers
(72 percent).

The proportion of social workers in 1969 who had
M.A. degrees or higher was 79 percent for full-time
social workers, 84 percent f3r part-time, and 40 per-
cent for trainees.

A Master of Social Work is the most frequently
earned advanced degree in the social work field since
few social workers earn a Ph.D.

In January 1968, only 1.3 percent of the social
workers had either a Ph.D. degree or advanced third
year training. For other types of inpatient mental
health facilities (e.g. mental hospitals) the proportion
of social workers with this level of advanced training
ranged from less than one percent in State and
county mental hospitals to three percent in private
mental hospitals.4

Registered Nurses. Of the six professional occupa-
tional groups under study, fewer registered nurses
(203) were employed in RTC's than any other group.
Less than 43 percent of the RTC's employed a regis-
tered nurse on either a full- or part-time basis (Table
10). However, over three-fifths of those employed as
R.N.'s worked full-time (Table 11).

Schoolteachers. Next to social workers, schoolteach-

1

ers were utilized to a greater extent in residential
trer.ment centers than any other type of professional
employee. This is not surprising since RTC's serve pri-
marily children of school age.

RTC's employed 1,542 schoolteachers which may
be an underestimate since only teachers with B.A. de-
grees or higher are included. Over four-fifths of the
RTC's employed one or more teachers on a full-time
basis and nearly 72 percent of all schoolteachers
worked full-time, a proportion which exceeds that for
any of the other five profession& disciplines under
study in this section. In contrast, less than six percent
were employed as trainees, the lowest proportion for
any of the professional disciplines.

Counselors, therapists and their assistants. This cat-
egory is composed of vocational rehabilitation counse-
lors and assistants, occupational therapists and assist-
ants, and recreational therapists and assistants. Of the
three components of this category, recreational thera-
pists accounted for more than twice the number of
persons represented in each of the other two compo-
nents (Table 8).

Less than one-half the RTC's had one or more
counselors or therapists on their staff (Table 10). Of
the other five professional groups, only registered
nurses were employed in fewer RTC's. Slightly over
one-half of those employed in this staff discipline had
full-time jobs.

Staff Utilization

In evaluating the utilization of staff in residential
treatment centers, it is important to know not only the
number of employees and manhours worked, but also
measures of utilization which reflect the relative
number of hours worked by each selected professional
discipline.

Three such measures are: (1) the average number
of manhours worked in a week per employee, which is
shown by bed size class in Table H and by geographic
division in Table 13; (2) the number of full-time
equivalents (FTE's) which is shown by bed size class
in Table 12 and by geographic division in Table 14;
and (3) the number of full-time equivalents per 1,000
RTC residents which is also shown by bed size class
and by geographic division in Tables 12 and 14 respec-
tively.

Although each of the above terms is defined in Ap-
pendix I, some further clarification is needed on the
meaning of full-time equivalent (FTE) and full-time
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equivalents per 1,000 residents. Full-time equivalent is
a hypothetical measure which is obtained by dividing
the total manhours worked by all employees in a par-
ticular discipline by 40 hours to indicate the number
of persons working a forty-hour week that would be
required to provide this many manhours. Thus FTE's
can be used to provide comparability between staff
discipline based on total hours worked.

The number of FTE's per 1,000 residents is calcu-
lated by dividing the number of FTE's by the number
of persons resident in residential treatment centers as
of December 31, 1969. Patients resident at the end of
1969 are used rather than the average residents during
the year because the end of 1969 is closer in time to
January 11-17, 1970, the week for which staff data
were reported.

This index is an overstatement of time devoted di-
rectly to the care of residents because it reflects, in
addition to hours spent in direct contact with the pa-
tient, hours spent in meetings, administrative work
and other activities in which the patient is not in-
volved. Furthermore, it should be noted that time
spent in nonpatient activities varies by discipline. For
example, registered nurses in all likelihood spend more
time in providing direct care to patients than psychia-
trists, who are often called upon to provide consulta-
tive services to other staff members. These points
should be kept in mind when comparisons are made
between staff disciplines.

As measured by the number of FTE's per 1,000
residents, social workers were utilized to a greater
extent than any other professional discipline for all
RTC's combined (Table 12). Apropos of this, it is
interesting to note that the utilization of social workers
was proportionately greatest in RTC's of less than 75
beds and in these bed size groups social workers had
more FTE's per 1,000 residents than any other pro-
fessional discipline (Table 12).

However, in residential treatment centers of 75 beds
and over and particularly in those with 100 beds and
over, the use of schoolteachers predominated. This
finding coupled with the disproportionately large utili-
zation of occupational therapists, recreational thera-
pists and other educational and training specialists in
the largest residential treatment centers suggest the
hypothesis that education and training are stressed in
the largest facilities.

On the other hand, psychiatrists, as measured by
the number of FTh's per 1,000 residents, were utilized
to a far greater extent in the smallest RTC's. In gen-
eral, with only one exception, as the bed size increases,
the number of "psychiatrist" FTE's per 1,000 resi-
dents decreases (Table 12). This finding may indicate
that the smallest residential treatment centers empha-
size psychiatric treatment including psychotherapy to
a greater extent than the larger ones.
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EXPENDITURES

Expenditures in residential treatment centers are
shown by bed size (Table 15) and by geographic divi-
sion (Table 16). The total expenditures in these tables
have been classified into more specific sub-categories
as follows:

(1) Salaries of personneL
(2) Other operating expenses exclusive of salaries
which include maintenance and ordinary repair
costs and other amounts expended in the day to day
operation of the RTC's.
(31 Capital expendituret, which include costs of
construction of buildings, additions, and purchases
of durable equipment, and other expenses that are
largely non-recurring.

RTC's spent over 121 million dollars during 1969
with 56 percent of this amount allocated to employee
salaries (Tables 15 and 16). Other types of inpatient
psychiatric facilities and the proportion of total ex-
penditures allocated to salaries during 1969 were psy-
chiatric hospitals for children (76 percent), State and
county mental hospitals (75 percent), and private
mental hospitals (61 percent).

Capital expenditures in RTC's amounted to 12 per-
cent of total expenditures. Approximately 32 percent
of the R.TC's reported no capital expenditures during
1969.

The average total expenditures per patient day,
which is the average amount spent to care for one in-
patient for one day in RTC's during 1969 was $27
(Table J); the average salary expenditures per patient
day was $15. In comparison with RTC's expenditures
per patient day were much less in public mental hos-
pitals ($14 total; $10 salaries) and much greater in
private mental hospitals ($49 total; $30 salaries) and
in psychiatric hospitals for children ($66 total; $50
salaries).

The reader is cautioned that the average expendi-
tures shown in Table J are probably overstated since
the numerator reflects expenditures for services pro-
vided in inpatient and in other services, while the de-
nominator reflects the days provided in inpatient
service only. However, the expenditures in other serv-
ices in RTC's are small relative to the expenditures

made in the provision of inpatient care. For this rea-
son, the average expenditures, although somewhat ov-
erstated, give a good indication of the average
amounts expended to provide one day of inpatient
care to one patient.

The average expenditures per patient day varied
somewhat according to bed size (Table J). In general,
the average expenditures were lowest in the RTC's
with 75 bcds and over and considerably higher in
RTC's with less than 75 beds.

Some clues to reasons for larger average expendi-
tures, especially salary expenditures, per patient day,
in smaller RTC's can be gleaned from an examination
of staffing patterns among professionals. This task is
made difficult in that salary expenditures are not
available by staff discipline. In addition, there are un-
doubtedly differences in salary scales for the same
occupational groups between RTC's of differing sizes,
in different geographic locations, and providing
widely divergent services.

Since professional employees as a group are paid on
the average more than nonprofessional employees,
RTC's with more professional full-time equivalents
per 1,000 residents (see discussion on page 12) would
be expected to have higher average salary expendi-
tures per patient day. This is indeed the case as is
shown in Table K, which compares measures of staff
utilization and average salary expenditures in RTC's
by bed size.

The total expenditures per patient day ranged from
11 dollars in the Wes+. South Central Division to 37
dollars in the New England Division (Table J).

It should be recognized that due to the relatively
small number of RTC's in certain geographic divi-
sions, the disproportionately large expenditures of a
single RTC have dramatically raised the averages in
some divisions. This is especially true of large capital
expenditures by RTC's that have helped to raise tlr.
average for total expeditures in some divisions. The
average capital expenditures per patient day in a divi-
sion can be calculated by subtracting the average op-
erating expenditures from the average total expendi-
tures.
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TABLE J. AVERAGE EXPEND/TURES PER PATIENT DAY IN RESIDENTIAL TREATMENT CENTERS BY BED SIZE AND GEOGRAPHIC
DIVISION: UNITED STATES, 1969 1/

Bed Size and
Geographic Division

Type of Expenditures2/

Total
Expenditures1/4/

Operating Expendituresli

Total 11 Salaries Other Operating

All ItTc's

Average

122

Expenditures per Patient Day

111 §.2

Bed Size

Less than 25 beds 36 32 21 11
25-49 beds 29 26 17 9
50-74 beds 31 29 19 10
75-99 beds 19 17 10 7
100 beds and over 23 19 12 7

GtORraPhic Division

New England 37 31 21 10
Middle Atlantic 27 26 15 11
East North Central 26 23 15 8
West North Central 25 24 15 9
South Atlantic 34 20 14 6
East South Central ** ** **
West South Central 11 10 6 4
Mountain 19 18 12 6
Pacific 28 24 16 8

1/ This table includes estimates for nonreporting residential treatment centers (see Appendix II).

2/ For inclusions under each type of expenditure, see Section VI.

j/ Includes capital expenditures which are not shown separately.

TABLE K. COmPARI130M9 or SELECTED MEASURES OF STAFFING PATTERNS AND AMERAGE SALARY EXPENDITURRS PER PATIENT DAY
BY BO SIZE: UNITED STAIRS, 1969

Bed Si.e

Employees FuIl-time Equivalents
Par 1,000 Residents 2/.2/

Average
Salary

Expenditures
Per Patient

Day

Total
Number

Percent
Professional Professionals

Non-
Professionals

All Sixes 13,019 39.8 307 596 $15

Less than 25 beds 1,365 48.4 529 723 $21
25-49 beds 3,843 39.6 346 722 $17
50-74 beds 3,012 34.4 332 766 $19
75-99 beds 765 44.6 245 375 $10
100 beds and over 4,034 40.1 245 462 $12

I/ This table includes estimates for nonreporting residential treatment centers (see Appendix /I).

2/ Full-time equivalent is token as a 40-hour work week.

21 Patients resident in RTC's on December 31, 1969.
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SUMMARY

The 261 facilities classified as RTC's in 1969 were
highly clustered in terms of bed size, ownership, and
geographic distribution. The majority were small, pri-
vately owned institutions concentrated in three geo-
graphic divisionsthe East North Central, Pacific,
and Middle Atlanticwhich jointly maintained 60
percent of the facilities and nearly 70 percent of the
beds.

Over two-thirds of the RTC's provided special edu-
cation services. With less frequency many also pro-
vided diagnostic (44 percent) and aftercare services
(34 percent).

There was some variation in the age groups served
according to type of service. More facilities accepted
younger children for inpatient service than for half-
way house care aftercare, and outpatient treatment,
tnree services which frequently follow episodes of in-
patient care.

Over one-third of the facilities reported no diagnos-
tic restrictions regarding admission. Of those reporting
restrictions, the group most frequently mentioned as
being ineligible for service was mental retardates.

Nearly 21,000 patients were under care in RTC's
during 1969. There were 102 persons added for each
100 discontinued and on the average 80 percent of the
beds were occupied daily. The rate of turnover, meas-
ured by the number of additions per 100 beds, was
lowest in the largest RTC's and in general varied in-
versely with bed size class.

Of the 15,000 persons employed in RTC's, approxi-
mately 40 percent were professional employees, most
of whom were employed part-time. Social workers and

schoolteachers, as measured by both the number of
employees and manhours worked, were utilized in
RTC's to a greater extent than any of the other pro-
fessions.

The average total expenditures and average salary
expenditures per patient day were 27 dollars and 15
dollars respectively. The average expenditures per pa-
tient day tended to be higher in RTC's with less than
75 beds. This was due in part tc :le greater utilization
of professional employees inchn a. psychiatrists in the
smaller RTC's.
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TABLE 1 404BEA OF REsiDENTIAL TREATMENT
CENTE.ia PROVIDING SPECIFIED PATIENT CARE SERVICES: UNITED STATEaAND EACH STATE, JANUARY 1970

(Definitions of %arms are given In Appendix
r)

State

Residential
treatment Lenters

Tutal No.
Surveyed

rYPe of Patient Care Service

Nu,ber 1/
neSponding

Inpatient

Treatmt.
apecial

Educa.
Diag-
nostic

After-
care

Half-way
house

tiutpt.

treatmt.
l'ay/Might
treatmt.Ey

Day
T-ain'g

vocational
Rehabilitation

Uniteo States

Alapama
Alaska
Arizona
Arkansas

California
Calorada
Connecticut
Delaware
District of Columbia
Florida

Georgia
Hawaii

Idaho

illincis
Indiana

Iowa

Kansas
Kentucky

LOuiSianti
Maine

karyland
Massachusetts
61chigan
Minnesota
, Mississippi

Missouri
6ontana
Nebraska
Nevada

New Hampshire

New Jeriey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania

Rhode Island

South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
*ashington
*est Virginia
Nisconsin

*yarning

250

1 1

25 24

7 7

1

1 1

1 1

2 2

2 2
14 14
6 6
4 3
2 2
3 2

3 2

6 6
16 16
18 16

9 9

6 6

22 22
2 2
1 1

16 14
2 2

10 10
4

2 2
1 1

5 7
1 1

1 1

1 1

8 8

26 26

Number of RTC s Prov ding Specified Patient Care Serv.ce
250 U. Ill §§ 4A J§ A§
_ -

1 1
.. .

. -
24 18 11 16 6 3 6 2 15 5 1

7 6 4 2 3 2 2 1 1
- -
1 1 1 1

1 1 1
1 1 1 1

2 1 1

2 . 1

14 9 2 2 3 1
6 1 2 2 2
3 3 3 1 3 12 1

1
2 2 . .
- . -
2 2 1 .

6 5 4 3 - 1 3 2 216 12 10 6 2 4 5 5 216 10 9 9 1 1 4 29 6 3 3 1
1 - -- - - - -

10 8 6 a 1 6 5 6. . .
2 1 - 1 2 2 1 2 1. - -

..
3 3 1 1 1

6 5 1 1
1- . .... .

22 13 15 11 6 6 3 6 52 2 1 1

1 1 1 .
114 11 6 4 5 5 5 5 32 1 1 - 1
15 s 3 3 1

10 8 8 3 1 2 ; 1 24 2 - - 1 1 . 1

2 2 2 -
1 1 - 1

1 17 4 1 - - 2 11 1 1 1 1 1 11 1 1 . - 1
1 1 1 1 . 1 1 19 5 4 4 2 4 2 1- - 0 - - -26 18 7 9 4 4 1 6 1

1
1

1/ Of the 261 facilities classified as residential
treatment centers, 250 reported data on types of services providedby State.

2/ Only one RTC provided night treatment service.This
same facility provided day treatment service 6 is counted only once.
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TABLE 2. PERCENT OF REsIDENTIAL TREATMENT CENTERS PROVIDING SPECIFIED DIRECT PATIENT CARE SERVICES BY BEDSIZE ANDGEOGRAPHIC DIVISION: UNITED STATES, JANUARY 19701/

(Definitions of terms are given in Appendix I)

Bed Sise and
Geographic Division

Number
of

RTC's

Type of Patient Cars Service

Inpatient I Special

Treatmt . Ed u c .
Diag-

nostic
After-
care

Half-way! Outpt. 1 Day/Night
house Treatmt. Treatet.

I Day

l

Vocational
frain'g. Rehab.

f
ServicelPercent of RTC's Providing Specified Patient Care

All RTC's 100 70 44 34 18 18 17 14 9

Bed Size

Less than 25 beds 62 100 64 47 36 9 17 20 15 725-49 beds 107 100 69 42 39 17 20 14 11 450-74 beds 49 100 77 32 A 30 21 19 11 975-99 beds 16 100 87 40 13 40 7 40 27 33100 beds snd over 27 100 65 73 27 15 15 4 23 23

GeoaraPhic Divisiog

New England 36 100 79 49 30 21 21 30 21 9Middle Atlantic 38 100 68 63 40 18 24 13 11 13East North Central 80 100 63 33 27 19 14 5 15 8Nest North Central 31 100 76 52 35 17 28 28 17 7South Atlantic 14 100 85 62 54 8 15 39 31 23East South Central 4 100 ** ** ** ** ** ** ** **West South Central 10 100 56 22 - 11 22 22Mountain 9 100 67 22 22 11 11 Il 11Pacific 39 100 71 47 53 24 18 21 5 5

1/ This table includes estimates for nonreporting residential treatment centers (see Appendix II).
2/ Because RTC's may provide more than one type of service, the rows of percents do not add to 100 percent.

11.
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TABLE 3. NUMBER OF RESIDENTIAL TREATMENT CENTERS PROVID/NG SPECIFIC RESEARCH, EDUCATION, AND TRAINING ACTIVITIES:
UNITED STATES AND EACH STATE, JANUARY 1970

(Definitions of terms ars given in Appendix I)

State

Residential Treatmt.
Centers Type of Research, Education, or Training Activity

Total No.
Surveyed

Number
1/

Reporting-

In-Service

Train's to
Staff

Consul.to
Community
Agencies

General
Public

Education

In-Service
Train's to
Community
Agencies

Research 1
Program

Evaluation

Number of RTC's Providing Specified Activity

United States 261 250 ss 35 21 2/

Alabama -

Alaska 1 1 1 1 .
Arizona - -
Arkansas - - -
California 25 24 15 5 5 5 2 2
Colorado 5 5 4 1 - .
Connecticut 7 7 4 2 2 2
Delaumre 1 - -
District of Columbia 1 1 1 1 .
Florida 1 1 1 1 - 1 -

Georgia 2 2 1
Hawaii
Idaho 2 2

Illinois 14 14 8 1
Indiana 6 6 4 1 1 1
Iowa 4 3 3 3 3 1

Kansas 2 2 2 1 1
Kentucky 3 2

Louisiana
Mine 3 2 1

Maryland 6 6 5 - - 2 -
Massachusetts 18 16 13 6 7 1 3 3
Michigan 18 12 9 5 4 1 1 3
Minnesota 9 18 6 2 2 1 2
Mississippi - -
Missouri
Montana

11 10 8
-

3

-

4 2 2 1
.

Nebraska 2 2 1 1 .
Nevada -
New Hampshire 3 3 1 1 1 1 1

New Jersey
New Mexico

6 6 2 2

-

-

- -

1 1

New York
North Carolina

22

2

22

2

14

2

4
1

2

2

3

1

1

1

1

North Dakota 1 1 1 1
Ohio
Oklahoma

16

2

14

2

12

1

6

1

4
.

2 2 1

1
Oregon 5 5 3 2 4 2 1
Pennsylvania
Rhode Island

10
4

10

1

6
1

3

1

3
.

1

1

2 1

South Carolina - -
South Dakota 2 2 1 1
Tennessee 1 1 1 1 1 1 1
TWOS 8 7 4 1 1 1
Utah 1 1 1 1 1 1 1 1
Vermont 1 1 1

Virginia 1 1 1 1 1
Washington 8 8 5 1 3 1 1
West Virginia -
Wisconsin 26 26 18 2 4 3 1

Wyoming 1.

1/ Of the 261 facilities classified as residential treatment centers, 250 reported data on types cf research,

education or training activities provided.
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TABLE 4. PERCENT OF RESIDENTIAL TREATMENT CENTERS PROVIDING SPECIFIED RESNACH, EDUCATION, AND TRAINING ACTIVITIES
BY BEDSIZE AND GEOGRAPHIC DIVISION; UNITED STATES, JANUARY 1970.-"

(Definitions of terms are 'Omen in Appendix I)

Bed Size and

Geographic Division

Number
of

RTC's

Type of Research, Education or Training Activity

In*Service
Train's to
Staff of
RIC's

Consul.to
Community
Agencies

General
Public

Education

In-Service
Train'g to
Community
Agencies

Research Program
Evaluation

Percent of RTC's Providing Specified Activityal

All RTC's 261 64 24 22 14 9 9

Bed Site

Less than 25 beds 62 54 36 25 20 10 9
25-49 beds 107 69 20 28 15 7 8
50-74 beds 49 66 19 13 6 9 9
75-99 beds 16 60 13 - - - 13

100 beds and over 27 69 23 19 19 23 12

Geographic Division

New England 36 61 33 30 15 12 9
Middle Atlantic 38 58 24 13 11 11 a
East North Central 80 65 18 15 9 5 a
West North Central 31 76 31 35 14 14 14

South Atlantic 14 85 15 23 39 15 -

East South Central 4 ** ** ** ** ** **
West South Central 10 56 22 11 11 - 11

Mountain 9 56 22 11 11 11 11

Pacific 39 63 24 32 18 8 11

If This table includes estimates for nonreporting residential treatment centers (nee Appendix II).

2/ because RTC's may provide more than one type of service, the roue of percents do not add to 100 percent.
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TABLE 5. PERCENT DISTRIBUTION OF RESIDENTIAL TREATMENT CENTERS ACCORDING TO
MINIMUM AGE ANM MAXIMUM AGE REQUIRED FOR ADMISSION BY TYPE OF SERVICE:
UNITED STATES, JANUARY 19701/

(Definitions of terms are given in Appendix I)

Minimum Age
and

Type uf Service

Percent
Distribution
of RTC's by
Minimum Age

Inpatient Treetmen,t

199AAll minim= ages
0-5 years 2/ 14.8

6 years 32.0
7,41 years 27.6

12-16+ years 25.6

Special Education
All minimum alleS 100.0

0-5 years 1/ 13.7
6 years 33.1

7-11 years 27.5
12-16+ years

piagepstic Service

25.7

All minimum sees 100.0
0-5 years 2/ -ITI

Maximum/01 Specified for Admission

7-12 13-17 18 1941+Total
Years Years Years Years 2/

Percent Distribution of RTC's by Maximum Age

100.0 14.8 41.2 34.0 10.0
100.0 29.7 37.9 27.0 5.4
100.0 27.5 42.5 26.2 3.8
100.0 5.8 53.6 29.0 11.6
100.0 - 28.1 53.1 18.8

100.0 16.6 46.8 26.9 9.7
100.0 33.3 37.6 20.8 8.3
100.0 31.0 48.3 19.0 1.7
100.0 6.2 60.5 22.9 10.4
100.0 - 35.6 44.4 20.0

100.0 17.1 42.4 30.6 9.9
100.0 26.3 21.1 26.3 26.3

6 years 36.1 100.0 30.0 40.0 25.0 5.0
7-11 years 20.7 100.0 8.7 60.9 26.1 4.3

12-16+ years 26.1 100.0 - 44.8 44.8 10.4

Aftercare
All minimum ages 100.0 100.0 7.0 22.1 33.7 37.2
0-5 years 2/ 19.8 100.0 23.5 29.4 5.9 41.2

6 years 26.8 100.0 4.3 39.1 43.6 13.0
7-11 years 17.4 100.0 6.7 20.0 40.0 33.3

12-16+ years 36.0 100.0 - 6.5 38.7 54.8

&IN's, House
All minimum ages IMO 100.0 2.2 19.6 52.1 26.1

0-5 years 1/ 6.5 100.0 33.3 66.7
6 years 15.2 100.0 - 42.9 42.9 14.2

7-11 years 21.7 100.0 20.0 50.0 30.0
12-16+ years 56.6 100.0 15.4 53.8 30.8

Outpatient Treatment

All minimum ages 100.0 100.0 8.7 23.9 34.8 32.6
0-5 years 2/ -3ET 100.0 12.0 24.0 20.0 44.0

6 years 19.6 100.0 11.2 44.4 44.4
7-11 years 13.0 100.0 - 16.7 66.6 16.7

12-16+ years 13.0 100.0 " - 50.0 50.0

ag_gatUmat:Nillt

All minimum ages 111242 100.0 40.5 38.1 14.3 7.1
0-5 years 1/ 28.6 100.0 41.7 41.7 16.6 -
6 years 45.2 100.0 57.9 36.8 - 5.3-

7 -11 years 16.7 100.0 14.2 28.6 28.6 28.6
12.16+ yotrs 9.5 100.0 - 50.0 50.0 -

1/ This table includes distillates for nonreporting residential treatment centers
(see Appendix II).

1/ Includes residential treatment centers that said they would accept persons
of "all area."
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TABLE 6. PATIENT MOVEMENT AND ANNUAL VOLUME OF SERVICES IN INPATIENT SERVICE OF RESIDENTIAL TREATMENT CENTERS BY
BEDSIZE AND GEOGRAPHIC DIVISION: UNITED STATES, 1969 1/

(Definitions of terms are given in Appendix I)

Bed Size and
Geographic Division

Patient Movement During Year Annual Volume of Service

Residents at Additions
Beginning During
of Year Year

Discontinu-
ations

2/
During Year-

Residente at
End of
Veer

Patients
Under
Care

Alt RTC's

Bed Site

Under 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

GeQZrADkic .I.LVAL.12A

New England
Middle Atlantic
East North Central
West North Central
South/Atlantic
East South Central
Meet South Control
Mountain
Pacific

13,305 1.211 7.412

895 764 741
3,334 2,200 2,147
2,524 1,577 1,541
1,086 732 737
5,466 2,323 2,246

918
3,387
2,560
1,081
5,543

1,297 651 613 1,335
4,063 1,702 1,704 4,061
3,403 2,033 2,010 3,426
867 671 624 914
700 384 508 576
272 233 285 220
851 461 233 1,079
231 205 195 241

1,621 1,256 1,240 1,637

Average Number of
Resident Days of
Patients Cars

13.397 4.521.363

1,659 906 314,162
5,534 3,361 1,176,424
4,101 2,542 886,756
1,818 1,084 377,103
7,789 5,504 1,766,918

1,948 1,316 479,871
5,765 4,062 1,194,963
5,436 3,414 1,183,008
1,538 $91 314,342
1,084 638 240,828
505 246 62,612

1,312 965 386,481
436 236 el .984

2,877 1,629 576,274

1./ Thu table includes stimates for nonreporting residential treatment centers (see Appendix II).

2/ Includes nine deaths reported during 1969.

TABLE 7. UTILIZATION INDICES IN INPATIENT SERVICE OF RESIDENTIAL TREATMENT CENIERS BY BED SIZE AND GEOGRAPHIC
DIVISION: UNITED /PATES, 1969 1/

(Definitions of terms are given in Appendix I)

Bed Sise and
Geographic Division

Utilisation Indices

Caseload Indices per Facility

All RTC's

Bed Site

Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Geographic Division

New England
Middle Atlantic
East North Central
West North Central
South Atlantic
East South Central
Vest South Central
Mountain
Pacific

[

Aver. AM4r.
No. of Daily
Seds2/ Census

Aver.
Daily
Ocepcy

Aver.
Yearly
Add'ts.

Addi-
tions
per
100

pedal/

Additions
per 100
Average
Resident
Patients

Additions
per 100

Discharges

Rates per 100,000 U.S.
Resident Population
Under 18 years 2/

Annual Annual
Average DaysAddi-
Resident oftions
Patients Care

18 14 78 12
35 30 86 21
59 50 85 32
86 65 76 46

223 179 80 86

43 37 86 18
113 86 76 45
49 41 84 25
34 28 82 22
58 47 81 27
** ** ** **

119 106 . 89 46
30 25 83 23
45 40 89 32

71 ea 103
58 65 102
54 62 102
55 68 99
38 42 103

42 49 106
40 42 100
52 60 101
64 75 108
47 60 76
** ** **
39 as 198
76 87 105
71 77 101

1 1 444
3 5 1,663
2 4 1,253
1 1 533
3 8 2,498

17 34 12,311
14 33 9,787
14 24 8,295
12 16 5,577
4 6 2,227
** ** **
6 14 5,413
7 s 2,702

14 18 6,377

1/ This table includes estimates for nonreporting residential treatment centers (see Appendix I).

2/ The populatiost used in the calculation of these rates vas the civilian resident population under 18 /*ere of
as* in the United States as of July 1, 1969. Source: Current Population Remorill, Series P.25, No. 437,
January 16, 1970.

2/ Beds set up and staffed for use as of December 31, 1969.



121

TABLE 8. NUMBER OF EMPLOYEES AND MANWJURS WORKED IN A WEEKVIN RESIDENTIAL TREATMENT CENTERS BY WHEAUIR FULL-TIME
EMPLOYEE, PART-TIME EMPLOYEE OR TRAINEE,AND STAFF DISCIPLINE; UNITED STATES, JANUARY 19704/

(Definitions of terms are given in Appendix I)

Staff Discipline

All Employees

Persons
Employed

Hours
Worked

Average
Hours per
Person

All Employees

Psychiatrists
Psychologists - Total
Psychologists - MA and above
Psychologists Other

Social Workers - Total
Social Workers - HA and above
Social Workers - Other

Registered Nurses 2/
Counselors, Therapists and their Aisistants
Vocational Rehsbilitation Counselors
Occupational Therapists
Recreational Therapists

Health Professionals, not elsewhere classified
Physicians (non-psychiatriat)
Other Mental Health Professionals
Other Health Professionals and Assiatantsli

School Teachers - BA end above
Semi-Professional and Non Professional Health
Workers I/

All Other Personnel (e.g., clerical, fiscal,
maintenance, etc.)

All Employees

0.752 486.949 ILI

10.2
22.3
21.5
28.1
32.0
32.6
30.3
29.5
28.9
27.1
28.5
29.3
26.0
5.9

35.7
18.0
32.3

37.4

34.7

466 4,745
398 8,878
348 7,471
50 1,407

1,630 52,217
1,233 40,186

397 12,031
203 5,990
678 19,578
104 2,818
68 1,936
506 14,824
934 24,256
170 1,007
536 19,142
228 4,107

1,542 49,777

4,643 173,756

4,258 147,752

Part-time Employees

Persons
Employed

Hours
Worked

I Average
Hours per
Person

1.121 56.031 12.1.1

Psychiatrists 374 2,925 7.8
Psychologists - Total 214 2,217 10.4
Psychologiats - MA and above 196 2,015 10.3
Psychologists Other 18 202 11.2

Social Workers - Total 336 4,484 13.3
Social Workers Mk and above 281 3,616 12.9
Social Workers - Other 55 868 15.8

Registered Nurses jf 67 1,036 15.5
Counselors, Therapists and their Assistants 257 4,542 17.7
Vocational Rehabilitation Counselors 21 311 14.8
Occupational Therapists 21 407 19.4
Recreational Therapists 215 3,824 17.8

Health Professionals, not elsewhere classified 434 4,239 9.7
Physicians (non-psychiatrist) 160 719 4.5
Other Mental Health Professionals

4/
Other Health Professionals and Assistants-

126 2,616 20.8
148 904 6.1

School Teachers BA and above 355 5,758 16.2
Semi-Professional and Non-Professional Health

Workers 1./ 908 17,883 19.7
All Other Personnel (e.g., clerical, fiscal,
maintenance, etc.) 776 12,947 16.7

Full-time Employees

Persons
Employed

Hours
Worked

IAverage
Hours per
Person

10.412 421 238 40.5

35 1,362 38.9
142 5,558 39.1
119 4,646 39.0
23 912 39.7

1,127 44,717 39.7
886 35,311 39.9
241 9,406 39.0
123 4,828 39.3
361 14,646 40.6
65 2,354 36.2
37 1,477 39.9
259 10,815 41.8
467 19,558 41.9

6 274 45.7
389 16,147 41.5
72 3,137 43.6

1,103 42,691 38.7

3,617 153,942 42.6

3,437 133,936 39.0

Trainees, Residents and/or
Interns

Persons
Employed

Hours
Worked

Average
Hours per
Person

2,612

57 458 8.0
42 1,103 26.3
33 810 24.5
9 293 32.6

167 3,016 18.1
66 1,259 19.1
101 1,757 17.4
13 126 9.7
60 390 6.5
18 153 8.5
10 52 5.2
32 185 5.8
33 459 13.9
4 14 3.5
21 379 18.0
8 66 8.2

84 1,328 15.8

118 1,931 16.4

45 869 19.3

1/ The week for which data ware requested in the survey was January 11-17, 1970.
2/ This table includes estimates for nonreporting residential treatment centers (see Appendix II).
3/ Student nurses are included in "trainee" and "all employees" columns.
4/ Includes deptists, dental technicians, pharmacists, dieticians, etc.
1/ Includes licensed practical nurses, aides, attendants and psychiatric technicians, house parents, case aides,

companions, etc.

Si
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TABLE 9. PERCENT DISTRIBUTION OF EMPLOYEES AND HUMOURS WORKED IN A WEEKI/IN RES/DENTIAL TREATMENT CENTERS,BY STAFFDISCIPLINE AND PROFESSIONAL STATUS ACCORD/NG TO EMPLOYM TAENT STUS: UNITED STATES, JANUARY 19701,

(Definitions of terms are given in Appendix I)

Staff Discipline
and Professional Status

Employment Status Employment Status

All
Employees

Fulltime Parttime
Employees Employees

1

Trainees,

Residents
and/or
Interns

All
Employees

Full-time
Employees

Part-time
Employees

Trainees,
Residents

Interns

All Employees

Number of Persons

14.711 10.412

Employed

lal 212

Number of Menhours

4116.949 421.238

Worked in Week

lulu ZAN
Percent Distribution Percent Distribution

All Employees 1114,1 INA ISM 1424 192:4 1224 1924Professional Employees - Total
22.-6 211.2 IAA 22s2 kJ 11.7

.1.0J2

114 71.1Psychietrists 3.2 0.3 10.1 9.2 1.0 0.3 5.2 4.7Psychologists 2.7 1.4 5.8 6.8 1.8 1.3 4.0 11.4Social Workers
3/

Registered Nurses -
11.0

1.4
10.8
1.2

9.0
1.8

27.0
2.1

10.8
1.2

10.7
1.1

8.0
1.8

31.3
1.3School teachers - BA end above 10.4 10.6 9.5 13.6 10.2 10.2 10.3 13.7Counselors and Therapists and

their Assistants 41 4.6 3.5 6.9 9.7 4.0 3.5 8.1 4.0Health Professionalq, not else-
where classified2/ 6.3 4.5 11.7 5.3 5.0 4.6 7.6 4.7

Other limeloyses Tbtal 60.4 ELL 11,2 If lel 114 1.14.1 2111Semi-professional and non- .,

professional health workers-' 31.5 34.7 24.4 19.0 35.7

.1.1.12

36.5 31.9 19.9All other personnel (clerical,
fiscal, msintenance, etc.) 28.9 33.0 20.8 7.3 30.3 31.8 23.1 9.0

1/ The week for w..'ch data were requested in 'le survey was January 11-17, 1970.
a/ This table includes estimates for

nonreporting residential treatment centers (see Appendix II).
3/ Student nurses included in "all employees" and "trainees" columns.
i/ Includes vocational rehabilitation counselors,

occupational Our:piste, recreational therapists, end assistantsto all three.
1/ Includes physicians exclusive of psychiatrists, dentists, Oental technicians, pharmacists, dieticians, etc.2/ Includes licensed practical nurses, aides.attendants,

psychiatric techniians, house parents, case aides,companions. etc.
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TABLE 10. PERCENT OF RESIDUTIAL TREATM2NT CENTERS EMPLOYING PERSONS IN SELECTED
1/PROFESSIONAL STAFF DISCIPLINES BY BED SIZE: UNITED STATES, JANUARY 1970-

(Definitions of terms are givin in Appendix I)

Selected Professional
Staff Disciplines

and Bed Size

All
RTC's

All Employeesli

RTC's employing:

None I 1 or more

All
RTC's

Full-time Employees

RTC's employing:

None 1 or more

Psychiatrists

All sixes
Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Ovehologists

All sixes
Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Social Workerk

1 sixes
Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Registered Nurses2/

-411.14.11
less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

School Teachers -
BA andabove

All sixes
Less than 25 beds
25-49 bed!'

50-74 beds
75-99 beds
100 beds and over

Counselors & Tberealts
E. their Assistants4/

All sixes

lase than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Percent Distribution of RIC's

100.0

100.0
100.0

100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0

100.0

100.0

100.0
100.0
100.0
100.0

100.0
100.0
100.0

100.0
100.0
100.0

100.0
100.0
100.0
100.0

100.0
100.0

100.0

100.0
100.0
100.0
100.0

100.0

11.8

21.6
9.5
8.9
7.7
6.4

35.1
45.1
40.0
24.4
46.2
8.3

3.5

9.6
2.1

7.7

57.5
76.4

61.1
44.4
53.8
25.0

19.7
27.5
20.0
20.0
7.7

8.3

55.7
60.8
64.2
53.3
23.1

33.3

88.2
78.4
90.5
91.1
92.3
91.6

64.9
54.9
60.0
75.6
53.8
91.7

96.5
90.2
97.9
100.0
92.3
100.0

42.5
21.6
38.9
55.6
46.2
75.0

60.3
72.5
80.0
60.0
92.3
91.7

44.3

39.2
35.8
46.7
76.9

66.7

Percent Distribution of RTC's

100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0

94.7
92.2
96.6
93.3
100.0
91.7

73.7
76.5
82.1
71.1
76.9
37.5

9.2
27.5
5.3

7.7
4.2

72.8
88.2
80.0
57.8
84.6
33.3

33.3
41.2
32.6
35.6
23.1
20.8

5.3
7.8
3.2
6.7

8.3

26.3
23.5
17.9

28.9
23.1
62.5

90.8
72.5

94.7
100.0
92.3
95.8

27.2
11.8
20.0
42.2
15.4

66.7

66.7
56.6
67.4

64.4
76.9
79.2

100.0 68.4 31.6
100.0 72.5 27.5
100.0 75.8 24.2
100.0 66.7 333
100.0 61.5 38.5
100.0 37.5 62.5

1/ This table includes estimates for nonreporting residential treatment centers.
(See Appendix II)

21 Includes full-time employees, part-time employees, and trainees, residents and/or
interns.

3/ Student nurses are included under "all employees."
41 Includes vocational rehabilitation counselors, occupational therapists, recreational

therapists and assistants to all three.

75-590 0-72 -9 F.
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TABLE 11. PERCEHT DISTRIBUTION OF EMPLOYERS AND MANHOURS WORM IN A WE ,

BY EMPLOYMENT STATUS AND BED SIZE: UN/YED STATES, JANUARY 1970-1

(Definitions of terra are given in Appendix I)

Selected
Professional

Staff Disciplines
and Bed Simi

of

Em
ployess Employees ployees

- All

IN SELECTED PROFESSIONAL STAFF DISCIPLI.TS

Employment Status

1

Trainees,
Pert-time Residents
Employees and/or

Interns

Number
of

Nan-
hours

Employment Status

Psychiatrists

All siege
Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Psycholoaists

All sigeil

Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

Social Workers

All sixes
Less than 23 beds
25-49 beds
50-74 beds
75-99 beds
11,2 beds and over

Registered Nurses-3/

83
191

77

22

93

67
125

85
23

98

1 630

212
616

451
66

285

All sizes 121
Less than 25 beds 18
25-49 beds 74
50-74 beds 45
75-99 beds 6
100 beds and over 60

5chool Teachers -
16,and above

611 sites. 1 542
.ess than 25 beds 150
25-49 beds 365
50-74 beds 306
75-99 beds 170
100 beds and over 551

Counselors and Thsr-4,
tPICWLAtheir_Asstre
k11_sizes
Less than 25 beds
25-49 beds
50-74 beds
75-99 beds
100 beds and over

ka
51

146
69
36

376

Percent Distribution of Employees

100.0
100.0

100.0
100.0

100.0

100.0

100.0
100.0
100.0

100.0
100.0

100.0

100.0
100.0

100.0

100.0

100.0

100.0

100.0
100.0
100.0

100.0

100.0

100.0

100.0

100.0
100.0

100.0

100.0

100.0

100.0
100.0

100.0
100.0

100.0

100.0

II

7.5
9.9
4.1
13.9

80.3
70.4

76.6

83.3
100.0

9.3 88.4

35.7
31.6
26.5
39.2
15.8
51.1

69.1
60.2
68.8
67.7
74.6
77.1

60.6
66.4
48.5
73.2
40. 0
64.3

71.5
58.8

81.4
70.5
57.9
72.7

53.3

49.2
35.9

30.0
60.8

53.7
54.4
63.8
51.9
57.9

41.1

20.7
25.8
19.6
20.7
21.8
19.0

33.0
26.7
34.8

26.8
L0.0
35.7

23.0
19.0
15.5
26.3
42.1
21.7

37.9
40.9
34.1
57.8
23.3
36.6

12.2

19.7
19.3
2.8

2.3

10.6
14.0

9.7
8.9
26.3
7.8

10.2
14.0
11.6
11.6
3.6
3.9

6.4
6.7
16.7

5.5
22.2
3.1
3.2

5.6

8.8
11.4

16.7
6.3

46.7
2.6

OH-6-
1,434

939
185

1,171

LAZA
1,423

2,435
2,034

334
2,652

12.211
6.618
19,985
14,069
2,132
9,413

1.1.222.

510
1,772
1,423

175
2,110

49,777
4,424
12,469
9,789
5,093
18,002

1221111.
-1;266
4,069
1,473

719
11,917

Trainees,
All Full-time Part-time Residents

Employees Employees Employees and/or
1 Interns

Percent Distribution of Manhours

100.0 28.7 61.7 9.6
100.0 35.4 37.8 26.8
100.0 21.8 68.5 9.7
100.0 39.9 55.9 4.2
100.0 100.0
100.0 26.6 71.9 1.5

100.0 62.9 24.7 12.4
100.0 59.1 26.2 14.7
100.0 56.6 29.0 14.4
100.0 65.1 22.7 12.2
100 0 43 2 51.4 5.4
100.0 71.1 18.4 10.5

100.0 85.2 9.0 5.8
100.0 77.2 12.2 10.6
100.0 86.8 6.8 6.4
100.0 83.9 10.0 6.1
100.0 90.5 7.5 2.0
100.0 88.4 9.9 1.7

100.0 80.6 17.3 2.1
100.0 91.6 7.7 0.7
100.0 77.8 15.2 7.0
100.0 91.0 9.0
100.0 51.7 48.3
100.0 75.6 24.4

100.0 85.9 11.6 2.5
100.0 77.5 8.7 13.7
100.0 91.8 6.8 1.4
100.0 82.7 14.1 3.2
100.0 86.6 13.4
100.0 85.0 13.6 1.4

100.0 75.1 23.0 1.9
100.0 73.7 21.8 4.5
100.0 75.2 22.8 2.0
100.0 62.0 37.0 1.0
100.0 61.5 18.8 19.7
100.0 77.7 21.5 0.8

If The week for which data were requested in the survey was January 11-17, 1970
This table includes estimates for nonreporting residential treatment centers (see Appendix II).

y Student nurses are included in "trainee" and "all employees" columns.
4/ Include, vocational rehabilitation counselors, occupational therapists, recreational therapist, and assistants to

all three.



6

126

TAILS 14. SWIM
OF MARROWS WORM IN A WILIKYRURISS

OF FULL-1110
ROUIVALINTS AND MISR OF FULL-TDB

EQUIVALENTS PIK

1,000 ASSIDINTS IN
ESSIDINt1AL IRRAIMINT gem SY OSOORAPRIC

DIVISION AND 811LIC3ID
PROFSSUONAL STAFF

DISCIPLINES: UNITIO STATICS, JANUARY 19706f

(Definitions of terms
are given in Appendix I)

Selected Professional
United

Staff Disciplines
States

Geographic Division

New Riddle

I

last Rest
last VestNorth North South
South South

England Atlantic
Central Central Atlantic

Central Central
Rountatn Pscif1c

Psychiatrists
4,745

Psychologista
8,878Social Yorkers

52,217
Registered Norm:ell

5,990School Teachers - IA and
above

49,777cvunselcrs and Therapists
4 their Assistants if 19,578

Number of Nanhours
Worked in Reek" 111,048 1,412 1,092 228 417 12 153 68 315

1,93J 2,670 1,264 657 527 75 432 209 1,111

5,867 11,367 15,378 4,957 2,0l1 501 1,236 1,016 9,882
979 1,690 1,419 197 917 79 191

4557,955 11,747 13,672 3,213 4,068 1,761 3,062 612 3,5971,088 8,046 3,310 1,706 166 271 413 25 3,951
Rusher of Full-Time

lquivalents I/Psychiscasts
119 26 35 27 6 10 4* 4 2 8

Psycholoaists
222 41 67 32 16 13 **

II 5 26

Social Vorkoes A,
1,SOS WO 284 284 124 SO 12 21 25 247

Resistered *nese/
150 24 42 35 5 24 ite 5 **

11

School Teachers - IA end
above

1,244 199 294 342 SO 104 44 77 15 90

CO446410r4 and therapists
4 their Assistants 1/ 489 27 201 83 43 19 7 10 ito 99Number of Full-Tbse

Rquivalents per 1,000 Residents"
Psychiatrists

9 20 9 8 6 18 ** 4 7 5

Psychologists
16 36 16 9 18 23 ** 10 22 17

So4al Workers
97 110 70 112 136 87 57 29 105 151

sRegistered Nurse il
11 18 10 10 5 42 de 4 ** 7

School Teachers - II and
above

92 149 72 100 sa 180 200 71 65 55

Counselors and therapist.
and their desietants if 36 20 50 24 47 33 31 10 ed 60

.1./ the week for which
staff data were

requested in the
survey was January

11-17, 1970.
2/ this table includes

estimates fur
nonreporting residential

treatment centers (see Appendix II).
If

Includes hours worked by full-time
employees, part-time

employees, trainees, etc.
Includes student nurses

21
Includes vocation:11

rehabilitation counselors,
occupational therapiats,

recreational therapists and assistants

to all three.

1/
Full-time equivalent is taken as

a 40.hout work week.2/ Patients resident
in STC's on December

31, 1969. (See Table 6)

1
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TABLE 15. NUWIER AND PERCENT DISTRIBUTION OF EXPEND/TURES IN RESIDENTIAL TREATMEW CENTERS BY TYPE OF EXPENDI-
TURE ANT SED SIZE: UNITED STATES, 196P

(Definitions of terms are given in Appendix /).

Bed Sloe
Total

Expenditures

Operating Expendt.tures

Capital
Expenditures

Total
Operating

Expenditures
Salaries

Other
Ooerating

Expenditures j

Annual Expenditures in Thousands of Dollars

411.11111 8121.383 8106.41 867.959 838.526 $14.898

Less than 25 beds 11,460 9,912 6,546 3,366 1,548

25-49 beds 34,671 30,182 20,007 10,175 4,489

50-74 beds 27,366 25,649 16,868 8,781 1,717

75-19 beds 7,304 6,431 3,723 2,708 873

100 beds and over 40,582 34,311 20,815 13,496 6,271

Percent Distribution of Expenditures

100.0 87.7 56.0 31.7 12.3

Less than 25 beds 00.0 86.5 57.1 29.4 13.5
25-49 beds 100.0 87.1 57.7 29.4 12.9

50-74 beds 100.0 93.7 61.6 32.1 0.3

75-99 beds 100.0 88.0 51.0 37.0 12.0

100 beds and over 100.0 84.5 51.3 33.2 15.5

1/ This table includes estimates for nonreporting residential treatment centers (see Appendix /I).

a/ For inclusions under each type of expenditure, see Section entitled "Expenditures."

TABLE 16. NUMBER AND PERCENT D7StRIBUTION OF EXPENDITURE8 IN RESIDENTIAL TREATMENT CENTERS BY TYPE OF
EXPENDITURE AND GEOJRAPHIC DIVISION: UNITED STATES, 1969 I/

(Definitions of terms ate given in Appendix I)

Geographic
Division

Total
2/

Expenditures-

2/
Operating Expenditures-

Capital
Expenditures -'

Total
Operating Salaries

Expenditures
i

Other
Operating
Expenditures

Annual Expenditures In Thousands of Dollars

United States $121.383 $106 485 567.959, $38.526 $14.81§

New England 17,708 15,052 10,241 4,811 2,656

Middle Atlantic 32,858 30,635 18,038 12,597 2,223

East North Central 30,986 27,577 17,739 9,838 3,409
West North Central 7 883 7,641 4,866 2,775 242

South Atlantic
t

8,259 4,766 3,334 1,432 3,493

East South Central 2,071 1,865 1,425 440 206

West South Central 4,119 3,861 2,184 1,677 258

Mountain 1,536 1,512 964 548 24

Pacific 15,963 13,576 9,168 4,408 2,387

Percent Distribution of Eypenditures

United States 100.0 87.7 56.4 31.7 12.3

New England 100.0 85.0 57.8 27.2 15.0

Middle Atlantic 100.0 93.2 54.9 38.3 6.8

East North Central 100.0 89.0 57.2 31.8 11.0

West North Central 100.0 96.9 61.7 3.1

South Atlantic 100.0 57.7 40.4 17.3 42.3
East South Central 100.0 ** ** ** **

West South Central 100.0 93.7 53.0 40.7 6.3

Mountain 100.0 98.4 62.8 35.6 I . 6

Pacific 100.0 85.0 57.4 27.6 15.0

1/ This table includes estimates for nonreporting r*sidential treatment centers (see Appendix II).

2/ For inclusionsunder each type of expenditure, see Section entitlen "Expenditures."
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APPENDIX I. DEFINITION OF TERMS USED IN THIS REPORT

Residential Treatment Centers and Terms Usea
to Classify Them

Residential Treatment Center for Emotionally Dis-
turbed Children.A residential institutim that pri-
marili ser vs children who by clinical diagnosis are
moderately or seriously disturbed and provides treat-
ment services usually under the supervision of a psy-
chiatrist. These facilities are also referred to in this re-
port as ATC's or residential treatment centers.

Ceoqraphk Dirition.For the purpose of classify-
ing RTC's by geographic area, the States are grouped
into the following nine geographic divisions, which
correspond tc those used by the Bureau of the Census:

Geographic Division States Included
New England Maine, New Hampshire, Vermont,

Massachusetts, Rhode Island, Con-
necticut

Middle Atlantic New York, New Jeney, Pennsyl-
vania

East North Central Michigan, Ohio, Illinois, Indiana,
Wisconsin

West North Central Minnesota, Iowa, Missouri, North
Dakota, South Dakota, Nebraska,
Kansas

South Atlantic Delaware, Maryland, District of
Columbia, Vitginia, West Virginia,
North Carolina, South Carolina,
Georta,_ Florida

East South Central KentM", Tennessee, Alabama,
Mississippi

West So. Central Arkansas, Louisiana, 041ahoma,
Texas

Mountain Montana, Idaho, Wyoming, Colo-
rado, New Mexico, Arizona, Utah,
Nevada

Pacific Washington, Oregon, California,
Hawaii, Alaska

United States.The 50 States and the District of Columbia.

Types of Direct Service

.4ftercare Service.Provision of mental health serv-
ices on an outpanent basis to persons previously hospi-
talized for mental illness, witn the goal of enabling the
patient to achieve a maximum level of functioning, or
to avoid rehospitalization or both.

Dayl Night Treatment S'ervice.Provision of a
planned therapeutic program during most or all of the
day (day treatment) or during the evening or night
(night treatment) to persons who need broader pro-
grams than are poisible through outpatient visits, but
who do not require full-time hospitalization.

Day Training Service.Provision to children and
adolescents of training in self-help and motor skills,
activities of daily living, and social development pre-
liminary to special education or other placement.

Diagnostic Service.Medical, psychiatric, social or
psychological diagnosis and evaluation of persons to
determine the person's needs i.nd proper placement.

Halfway House Service.Preparing a previously in-
stitutionalized patient for return to home and com-
munity environment by providing transitional living
quarters and assistance in activities of daily living.

Inpatient Treatment Service.Provision of mental
health treatment to persons requiring 24-hour supervi-
sion.

Outpatient Treatment Service.Provision of men-
tal health treatment on an outpatient basis to per-
sons who do not require either full-time or partial hos-
pitalization.

Special Education Service.Provision of educa-
tional services to children and adolescents unable to
participate in the regular school system.

Vocational Rehabilitation Service.Retraining of
persons in vocational and social skills, habits and atti-
tudes to assist in job recruitment and placement.

Work Activity Service..Provision of work-orien-
tated tasks and activities of daily living for adults to
prepare for sheltered employment or vocational reha-
bilitation.

Types af Research, Education and
Training Activitiet

Consultation to Community Agen vies and Their
Staff.A service provided to another professional per-
son or group in which the consultant uses his special
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skills and knowledge with the goal of expediting solu-
tions to problems presented by the consultee. This in-
cludes all forms of mental health consultation ranging
from individual case consultation on behalf of another
professional, through group consultations to program
or administrative consultations.

General Public Edication.Those activities which
are planned to teach the public about mental health
or illness in general or to explain the operation of the
mental health agency or program.

1n-service Training to Staff of This Pacility.Ar-
mai instructions and supervisory activities for st idents,
trainees, or staff employed by the residential treatment
centers.

ln-service Training to Staff of Community Agen-
cies.Activities which are planned to instruct the
workers of other agencies or professional groups about
the mental health aspects of their work. The focus is
on the teaching of mental health principles and/or
techniques. These activities exclude instruction and
supervisory activi.:es for students or trainees on the fa-
cilities' own staffs.

Program Evaluation.A formal program designed
to assess the effectiveness and efficiency of :nental
health programs.

Research.Basic, clinical, or sociocultural research
on a formal basis about the nature, cause, prevention,
and treatment of mental or behavioral disorders.

Measures of Patient Movement and
Annual Volume of Sel Vice

Residents at Beginning of Year.Includes persons
receiving inpatient services in residential treatment
centers on the first day of 1969 or who were away on
short visits but were expected to return to the inpa-
tient service.

Additions During Year.Includes admissions and
readmissions as well as persons returned from long-
term leave and persons transferred from noninpatient
components of the RTC's.

Patients Under Care During Year.Patients under
care during the year is approximated by the sum of
the "residents at beginning of year" and "additions
during the year."

Discontinuations During Y ear.Persons discharged
from RTC's either alive or by death, persons placed

on long-term leave, and those transferred to noninpa-
tient components of the RTC's.

Residents at End of Year.Persons who were re-
ceiving inpatient services in residential treatment cen-
te.s on the last day of 1969.

Average Resident Patients.The average of the
"residents at the beginning of the year' and "residents
at the end of the year."

Days of Care.Days of inpatient care provided to
persons in RTC's during 1969. Excludes days for
which patient was on overnight or weekend pass, or
other short-term leave. Alao referred to in this report
as "patient days."

Utilization indices

Averag. Daily Census.The averege daily number
of persons resident as inpatients which is the total an-
nual days of care provided to inpatients divided by
the total number of days in a year (365 in 1969).

Average Daily Census per RTC.The average
daily census (see above definition) for a particular
group (e.g. RTC's 25-49 beds) divided by the num-
ber of RTC's in that group.

Average Percent Occupancy per RTC.--The ratio,
expressed as a percent, of the avorage daily census per
RTC (average number os is occupying inpa-
tient beds daily) to the aye L.,unber of beds avail-
able per RTC.

Average Annual Additions.The total number of
annual additions (see definition) occurring in a group
(e.g. RTC's in Middle Atlantic Division) divided by
the number of RTC's in that group.

Additions per 100 Beds.The total number of an-
nual additions occurring in a group of RTC's per 100
inpatient beds in that group.

Staffing

Pull-Time Employees.Persons employed 35 hours
or more a week (excludes trainees).

Part-Time Employees.Persons employed less than
35 hours a week.

Trainees.Tminees, residents, and interns regard-
less of number of hours worked in a week.

Professional Employees.Professional employees in-
clude psychiatrists, other physicians, psychologists,



130

social workers, registered nurses, and other profes-
sional staff such as occupational and recreational ther-
apists, vocational counselors, teachers and other men-
tal health and health professionals, not otherwise clas-
sified.

Nonprofessional Employees.Employees not classi-
fied as "professional."

Manhour.A unit of one hours' work by one em-
ployee.

Full-Time Equivalents.The total manhours
worked by full-time employees, part-time employees
and trainees in each staff discipline divided by 40
hours to indicate the number of persons working a
40-hour week to provide this many manhours.

APPENDIX II. ESTIMATION PROCEDURES FOR NONREPORTING
RESIDENTIAL TREATMENT CENTERS AND OTHER FACILITIES

All. tables, except Tables ' and 3 (types of service
provided by State), have been adjusted to include esti-
mates for residential treatment centers which either
did not respond to the survey or which did not report
specific items. The decision to adjust the data was
based on the high response rate to all items on the
"Inventory," ranging from 84 percent of the 261
RTC's responding for expenditure data to 96 percent
providing information on types of service. The ad just-
menu were made on the assumption that characteris-
tics of nonrespondents within each of the bed size
groups and geographic divisions were similar to those
RTC's that responded. Table I shows the response
rate of RTC's with regard to specific items; Table II
gives estimates of nonresponse frequencies for specific

items such as number of additions, number of discon-
tinuation% etc.

Since number of inpatient beds is in general propor-
tionate to number of additions, discontinuations, days
of care and other measures, the ratio of known num-
ber of beds to beds reported within a bed size class or
geographic division was used as an adjustment factor.
Another supplemental adjustment factor, which is the
ratio of all known RTC's in a group to the number
reporting a specific item, was used to adjust those fa-
cilities in which bed size was not reported.

Similar adjustments were also used for nonresponse
among other types of facilities such as psychithric hos-
pitals for children, private mental hospitals and oth-
ers. Table III shows the response rate of these other
facilities.
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TABLE I. DISTRIBUTION OF RESIDENTIAL TREATMENT CENTERS BY RESPONSE TO SPECIFIC ITEMS ON
THE 1969 INVENTORY OF MENTAL HEALTH FACILITIES

Data Item
and Group

Number
of

RTC's

Surveyed

Response Nonresponse

Number
of RTC's

Percent
Number
of RTC's Percent

Number of Beds 261 250 95.8 11 4.2
RTC's by States 261 261 100.0
RTC's by Geographic Division 261 261 100.0
Type of Ownership 261 250 95.8 1) 4.2

TYPes of Services Provided

By Bed Size
1/

By Geographic Division-
261

261
250
250

95.8
95.8

11

11

4.2
4.2

New England 36 33 91.7 3 8.3
Middle Ailantic 38 38 100.0
East North Central 80 78 97.5 2 2.5
West North Central 31 29 93.5 2 6.5
South Atlantic 14 13 92.9 1 7.1
East South Central 4 3 75.0 1 25.0
West South Central 10 9 90.0 1 10.0
Mountain 9 9 100.0
Pacific 39 38 97.4 1 2.6

Diagnostic Restrictions

By Bed Size 261 246 94.3 15 5.7

Age Restrictions

By Bed Size 261 250 95.8 11 4.2
By Geographic Division 261 250 95.8 11 4.2

Patient Movemen1 and Volume
4f Service

By Bed Size 26i 228 87.4 33 12.6
By Geographic Division 261 228 87.4 33 12.6
New England 36 31 86.1 5 13.9
Middle Atlantic 38 37 97.4 1 2.6
East North Central 80 67 83.8 13 16.2
West North Central 31 28 90.3 3 9.7
South Atlantic 14 12 85.7 2 14.3
East South Central 4 2 50.0 2 50.0
West South Central 10 9 90.0 1 10.0
Mountain 9 7 77.8 2 22.2
Pacific 39 35 89.7 4 10.3

Number and Types of Employees

By Bed Size 261 228 87.4 33 12.6
By Geographic Division 261 228 87.4 33 12.6

ExpendituKes

By Bed Size 261 218 83.5 43 16.5
By Geographic Division 261 218 83.5 43 16.5
New England 36 28 77.8 8 22.2
Middle Atlantic 38 36 94.7 2 5.3
East North Central 80 63 78.8 17 21.2
West North Central 31 2E 90.3 3 9.7
South Atlantic 14 12 85.7 2 14.3
East South Central 4 2 50.0 2 50.0
Neat South Central 10 6 60.0 4 40.0
Mountain 9 7 77.8 2 22.2
Pacific 39 36 92.3 3 7.7

1/ Estimates of services by State are shown in Tables 1 and 3 of this report.
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TABLE III. DISTRIBUTION 0! FACILITIES OTHER INAN RESIDRNTLAL IREATMENT CENIFRS SHOW IN 1H1S REPORT BY RESPOISF

TO SELECTED ITEMS ON THE 1969 INVENTORY Ile MENTAL HEALTH FACILITUS

Type of Facility *Pa Data Item

Perchiatric_Nosoitels for ChWren

Pstlent Mo/ement end Volume of Servic

Steffing
Expenditursa

ESIle_ane_kgnty Mental Hospitals

Patient Movement end Volume of Seevic

StefIng
Expendituren

110

310

3W

Priva e Mental Hospitals

Patient Movement and Volume af ServLce 15'

Staffing I 152

Expenditures 152

General Hospitals wIth Separate
Inpatient Farllities-

Patient Movement and Volume of Serv.c

Staffing 445

Expenditures
**

Number of
Facili,ies
Surve,ed

Response

Sumner of
I

Facilities
Percent

15 13 84 7 2

15 13 84., 2

15 11 80.0 1

207 92.6 23 3.4

293 94.5 17 5 5

286 92.9 22 7.1

:29 84.9 23 15.1

13 84.2 24 .5.8

113 74.3 39 n.)

54(. s'.4 1)7 17.4

535 Av./ 128 19.3

** ** **

Nunresnonse

Number ut Perterc
Facilities

i3.::

13.3

20..1

* *

I/ hIcludes general hospitals atfiliated with federally fit..."ed community mental health centers.



"Changes in Age-Sex Diagnostic Composition of First Admissions to State andCounty Mental Hospitals-1962-1969"Statistical Note 55; and 'Trends in
First A.dmission and Resident Patients Under 18 Years of Age by Diagnosis,
19.1e1ected States 1966-1968"Statistical Note 19 by Survey and Reports
Section, Biometry Branch, Office of Program Planning and Evaluation,

M.H D .1i. E. 'W.

CHANGES IN THE AGE-SEX-DIAGNOSTIC COMPOSITION OF FIRST ADMISSIONS
ro STATE AND COUNTY MENTAL HOSPITALS-1962 TO 1969

First (ximissions 1 to State and county mental hospitals increased in number
from 139,000 in 1962 to 164,900 in 1969, an increase of 25 percent. This increase
was almost three times 0,s great as the percent increase in the U.S. population over
this interval. The first admission rate per 100,000 population increased from 70.6
in 1962 to 82.1 in 1969, an increase of 15 percent. Concurrent with these changes
in the number and rate of first admissions have been other changes in the State
hospital population, for example: a steady decrease in the resident population from
473,627 in 1962 to 366,815 in 1969, an increase in readmissions from 150 000 in
1962 to 216,000 in 1969, a decrease in the average length of stay of admissions,
and many other factors. Other Notes in this series have documented some of these
trends.2 'This Note examines in detail the changes in the number and rate of first
admissions for selected age, sex, and diagnostic groups.

Table 1 shows the number and rate of first admissions forage and sex groups for
1962, 1965, and 1969. Table 2 shows the percent change in the number and rate of
first admissions. The most striking fact these data document is the large increase
in number and rate of first admissions, both male and female, in the imder 15 and
15-24 year age groups and the large decrease, particularly from 1965 to 1969, in
the number and rate of first admissions 65 years and older. It is useful to remember
in reviewing these tables that the change in the rate per 100,000 population is a
function algebraically of the changes in the number of first admissions for a given
age group and the changes in the number of persons in the U.S. population in that
age group. For example, the number of females under 15 in the general population
increased only 1.9 percent between 1962 and 1069. First admissions in this age-sex
group more than doubled in number over this interval, leading to a doubling in
the rate per 100,000 population. Female first admissions 65 years and over de-
creased 40 percent between 1962-1969, while this age-sex group in the general
population increased 11 percent, leading to over a 50 percent reduction in the rate
per 100,000 population.

Ar and sex differentials in the rate of change in the number and rate of first
admissions have caused changes in the age-sex composition of this population of
admissions. Table 3 illustrates changes produced in the age distribution of first
admissions within sex groups over this interval. For example, first admissions aged
65 and over in 1962 constituted 22 percent of the total; in 1969 these admissions
constituted 12 percent of the total. First admissions under 24 years of age in-
creased from 18 percent of the total in 1962 to 27 percent. of the total in 1969.

That fact that in general the number and rat3 of first admissions for males have
increased relatively more than females is illudrated by the changes in the sex
ratio (males per 100 females) and in the ratio of the male to female first admission
rate per 100,000 population (Table 4). Some significant exceptions to the above
generalization are the under 15 year and 65 and over age group. In the under 15
year age group, the increase in the number and rate of females exceeded consider-
ably that for males between 1962 and 1965. Consequently, the number of females
relative to males increased, reflected in a decrease in the sex ratio from 209 in
1962 to 160 in 1969. Concurrently, the ratio of the male to female first admission
rate in this age group decreased from 2.03 to 1.54 between 1962 and 1969.

I First admissions for the purposes of this Note are defined as admissions with no prior inpatient psychi-
atric care. Previous Notes in this series have examined State and county hospital admissions classified by
whether they had experienced previous State and county inpatient hospital care (Statistical Notes 38 and
39).

2 Note 1, for example, discusses changes in the resident population, Note 14 discusses trends from 1966-1988
by State in the number and rate of first admissions and resident paitents, and Note 40 presents data for 1970
on the dynamics of the hospital population.
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Between 1965 and 1969 among the 65 and over age group, female first admissionshave decreased considerably more in number and rate than males, causing thesex ratio to increase from 105 in 1965 to 145 in 1969, and the ratio of male to femaleadmission rates to increase from 1.35 in 1965 to 1.95 in 1969.Ecpally significant changes have occurred in the diagnostic composition of firstadmissions as illustrated in Table 5. Alcohol disorders accounting for 15 percentof the total in 1962, now account for 18 percent. Drug abuse disorders increasedfrom 1.3 percent to 3.9 percent of the total, while schizophrenia, accounting for21 percent in 1962, in 1969 accounted for 15 percent. Largely as a result of therelative decrease in the 65 and over admissions, brain syndr..rnes decreased inimportance from 26 percent of the total to 16 percent between 1962 and 1969.(hanges in the number and rate of first admissions with schizophrenia, by age,are shown in Table 6. Despite an overall decrease for all age groups of ten percentin the number and 17 percent in the rate, both the number and rate increased inall but the age groups between 25 and 44. While the number and rate for theunder 25 increased, the pez cent first admissions with schizophrenia was of the'..otal admissions in this age group decreased, from 31 percent in 1962 to 19 percentin 1969. In contrast, in the 25-34 year age group, schizophrenia, which accountedfor 36 percent of the total first admissions in 1962, in 1969 accounted for 20 percent.Changes of an even greater magnitude have occurred for first admissions withalcohol disorders. Table 7shows these changes for males in the age groups between26 and 64. Selecting one age group, the 45-64 year olds for illustration, it can beseen that there has been a 72 percent increase in the number of first admissions and a60 percent increase in the rate. Alcohol disorders 3 which in 1962 accounted for 39percent of the first admissions in this age group, accounted for 48 percent or almosthalf of the total in 1969.
Despite these changes, the three leading disposes among male first admissionsin 1969 are almost identical to the pattern for 1962. Table 8 shows the three leadingdiagnoses for selected age-sex groups for 1962 and 1969. As can be seen, the onlychanges for males are (1) drug disorders have replaced mental retardation as thethird leading diagnosis in the 15-24 year age group, and k2) alcohol disorders havereplaced schizophrenia as the leading diagnosis in the 25-34 year age group.For females there has been more change in the three leading diagnoses between1962 and 1969! Organic Brain Syndromes, the leading diagnosis for all ages in 1962,ranked third in 1969. Schizophrenia was the second leading diagnosis foy alt ages inboth 1968 and 1969. However, Schizophrenia was the leading diagnosis zn the 86-34,36-44 and 46-64 year age groups in 1968, and in 1969 it was second leading diagnonsin these age groups. (Table 8)

The data shown for 1962 and 1965 are based on our annual census for those yearsof State and county mental hospitals conducted by NIMH in cooperation with theState Mental Health Authorities.
The data for 1969 are based on a sample survey of admissions to State andcounty mental hospital inpatient services conducted in October 1969 with thecooperation of the State Mental Health Authorities. The sample data have beeninflated to represent a full year's admissions. This year interval is roughly equiva-lent to calendar year 1969. I3ecause these data are d.erived from a sample, they aresubject to sampling error. Preliminary estimates of the sampling error of thepercentages shown are given in the table on next r.

RELAME STANDARD ERROR OF ESTIMATED RATES OR NUMBERSPROVISIONAL ESTIMATES

Size of estimate (or numerator of rate) Relative standard error
(percent)

500
11. 11,000
L 6
6. 016,000
5.625,000 or over
5.0

$ Alcohol disorders include organic brain syndromes associated with alcoholism and alcohol addiction.The Seeond Edition of the American Psychiatric Aisociation's Diagnostic and Statistical Manual (used inthe 1989 Survey) introduced new alcoholism catego:ies not L. use in 1982 and 1985. In order to make the1989 data comparable to the 1962 and 1985 data, those 1989 admissions classified under these new alcoholismcategorieg ere counted under "personality disorders." (See Table S.)

k
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STANDARD ERROR OF PERCENT (EXPRESSED IN PERCENTAGE POINTS)

Estimated percent

45
or

b
or

10
or

15
Of

20
or

25
or

30
or

35
or

40
or

Size or denominator 95 90 85 80 75 70 65 60 55 50

5,000 0.68 0.93 1.11 1.24 1.35 1.43 1.48 1.52 1.55 1.56
10,000 48 .66 .79 .88 .95 1.01 1.05 1.e8 1.09 1.10
15,000 39 .54 .64 .72 .78 .82 .86 .88 .89 .90
25,000 30 .42 .50 .56 .60 .64 .66 .68 .69 .70
50,000 21 .30 .35 .39 .43 .45 .47 .48 .49 .49
75,800 18 .24 .29 .32 .35 .37 .38 .39 .40 .40
150,000 12 .17 .20 .r .25 .28 .27 .28 .28 .28
250,000 10 .13 .16 .18 .19 .20 .21 .22 .22 .22
500,000 07 .09 .11 .12 .13 .14 .15 .15 .15 .16

TABLE 1.-ADMISSIONS WITH NO PRIOR INPATIENT CARE TO STATE AND COUNTV MENTAL HOSPITALS, 1962,
1965, 1969

Age at admission and sex

Number of first admissions Rate per 100,000 Population

.1962 1965 1969 1962 1965 1969

Both sexes, all ages 129, 698 144, 090 163, 984 70.6 75. 1 82. 1

Under 15 3, 460 4, 510 6, 553 6.0 7. 5 11.0
15 to 24 19, 473 25,878 37, 507 76.9 88.6 114.4
25 to 34 22, 761 26, 625 26, 614 105. 1 118. 5 III. 4
35 to 44 23, 146 25, 669 30, 779 96. 0 106.6 134. 3
45 to 54 29, 243 21, 205 24,676 9L 2 96. 6 106.8
55 to 64 13, 280 14, 597 18, 265 82. 4 86. 1 100. 3
65 plus 28, 335 26, 606 19, 591 163.7 146. 5 100. 6

Males, all ages 72, 663 82, 536 98, 885 81.4 88. 5 102. 7

Under 15 2, 339 2,971 4, 036 7.9 9.7 13.4
15 to 24 11, 330 15, 352 22, 552 94. 4 109. 3 145. 5

25 to 34 12, 301 14, 361 16, 389 119. 1 138. 7 142.7
35 to 44 12, 938 14. 774 17, 292 111. 6 127. 3 156. 6

45 to 54 11, 442 12, 711 16, 805 111.0 119. 3 151. 2

55 to 64 7, 731 8, 749 10, 229 99. 5 107.7 118. 6

65 plus 14, 582 13, 618 11, 582 188. 8 171. 7 139. 6

Females, all ages 57, 035 61, 554 65, 099 60. 4 62. 4 63.0

Under 15 1, 121 1, 539 2, 517 3. 9 5. 2 8.7
15 to 24 8, 143 10, 526 14, 955 61. 2 69. 4 86. 5

25 to 34 10, 460 11, 264 10, 225 92. 3 100. 0 82. 4

35 to 44 13, 208 10, 895 13, 487 81. 5 87. 4 113. 5

45 to 54 7, 801 8, 494 7,871 72. 2 75. 2 65. 7

55 to 64 5, 549 5, 848 8, 035 66. 5 66. 2 83. 8
65 plus 13, 753 12, 988 8,009 143. 5 127. 0 71. 7



136
TABLE 2.-PERCENT CHANGE IN THE NUMBER AND RATE PER 100,000 POPULATION OF ADMISSIONS WITH NO

PRIOR INPATIENT CARE, STATE, AND COUNTY MENTAL
HOSPITALS-1962, 1965, 1969

Age at admission and set

Percent change

In number of 1st admissions In rate per 100,000 population
1982-65 196549 1962-65 196549Both sexes, all ages

+6. 4 +S. 3
Under 15

30. 3 45. 3 +25.0 +46. 7
15 to 24

32. 9 44. 9 +15. 2 +29. 1

25 to 34

12.6 +3.9 +12. 7 -6. 0
35 to 44

+10.9 +19.9 +11.0 +26. 0

45 to ko

+10.2 +16. 4 +5. 9 +10.6
n5 to 64

+9.9 +25. 1 +4. 5 +16. 5
65 plus

-6.1 -26. 4 -10. 5 -31. 3
Males, all ages

+13.6 +19.8 +.8. 7 +16. 0
Under 15

-27.0 +35.8 +22. 8 +38. 1

15 to 24

-35. 5 +46.9 +15.8 +33. 1
25 to 34

-16.7 +14. 1 +16. 5 +.2. 9
35 to 44

-14.2 +17. 0 +14. 1 +23. 0
45 to 54

-11. 1 +32. 2 +7. 5 +26. 7
55 to 64

+13.2 +16.9 +8. 2 +10. 1
65 phis._

-6.6 -15.0 -9. 1 -18. 7
Females, all ages

+7.9 +5.8 +3. 3 +1. 0
Under 15

+17.3 +63. 5 +33.3 +67. 3
15 to 24

+29.3 +42.1 +13.4 +24. 6
25 to 34

-! 7 -9.2 +8. 3 -17. 4
35 to 44

-8., . :1 8 +7.2 +29. 9
45 to 54

-8. . 3 +4. 2 -12. 6
55 to 64

-5.1 -. 5 1-26. 6

65 plus
-5. t -U. 3 -11. $ -43. 5

TABLE 3.-PERCENT
DISTRIBUTION OF ADMISSIONS WITH NO DfUt1, IIuIENT

PVCHIATRIC CARE BY AGE ANDSEX, STATE AND COUNTY MENTAL HOSPITAL )962, 1965, AND 1969

Both sexes
Age at admission

1962

All ages
100. 0

Under 15
2, 715 to24

15. 025 to 34
17. 535 to 44
17.945 to 54
14. 855 to 64
10. 265 plus
21. 9

Males
Females

1965 1.969 1962 1965

100.0 100. 0 ,00. 0 100. 0
3. 1 4. 0 3. 2 3. 618. 0 23.0 15.6 18. 617. 8 16. 2 16.9 17.417.8 18. e 17. 8 17.814. 7 15. 0 15. 7 15. 510. 1 11. 1 10. 6 10.618. 5 11. S 20. 1 16. 5

1969 1962 1965 1969

100.0 100. 0 100. 0 100.0
4. 1 22. 0 2. 5 3. 922.8 14. 3 17.1 23. 016.6 18. 3 18. 3 15. 717. 5 17. 9 17.7 20.717. 0 13. 7 13. 8 12. 110.3 9. 7 9. 5 12.311. 7 24. 1 21.1 12, 3

TABLE AL-SEX RATIO (RATES PER 100 FEMALES) AND THE RATIO OF THE MALE TO FEMALE ADMISSION RATE,
ADMISSIONS WITH NO PRIOR INPATIENT PSYCHIATRIC CARE, STATE AND COUNTY

MENTAL HOSPITALS, 1962,
1965, 1969

Age at admission

1962

Sex ratio (males per 100 females):All ages

127. 4
Under 15

208. 7
15 to 24

139. 1
25 to 34

117.6
35 to 44

126. 7
45 to 54

146. 7
55 to 64

139. 3
65 plus

106. 0
Ratio of male to female admission rate per 100,000 population:Ail ages

1.35Under 15

2.0315 to 24

1. 54
25 to 34

1. 29
35 to 44

1. 37
45 to 54

1. 54
55 to 64

1. 5065 plus

1. 32

1965 1969

134. 1 151.9
193. 0 160. 3
145. 8 150. 8
127. 5 160. 3
135.6 182. 2
149. 6 213. 5
149.6 127. 3
104. 9 144.6

E. 42 1. 63
1. 87 1. 54
1. 57 1. 68
1. 39 1. 73
1. 46 1. 38
1. 59 2. 30
1.63 1. 42
1. 35 1.95
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TABLE 5.-NUMBER AND PERCENT DISTRIBUTION OF ADMISSIONS WITH NO PRIOR INPATIENT PSYCHIATRIC
CARE TO STATE AND COUNTY MENTAL HOSPITALS FOR SELECTED DIAGNOSTIC GROUPS, 1962, 1965, AND 1969

Selected diagnostic groups I 1962 1965 1969

Number of 1st admissions:
All diagnoses 129,698 144,090 163,984

Alcohol disorders 2 19, 406 24, 380 29,894
Drug-abuse disorders. 1,652 3, 549 6, 343
Brain syndromes (NEC) 33, 978 31, 345 25, 548
Schizophrenia 27, 268 25, 374 24, 540
Other psychoses _ 7, 717 8, 199 6,012
Neuroses 12, 191 15,821 19, 806
Personality disorders 12,957 18, 112 26, 804
Ail other diagnoses 14, 531 17, 310 25, 037

Percent distribution:
All disorders 100. 0 100. 0 100.0

Alcohol disorders 2 15. 0 16. 9 18. 2
Drug-abuse disorders. 1. 3 2. 5 3.9
Brain syndromes (NEC) 26. 2 21. 8 15.6
Schizophrenia 21. 0 17. 6 15. 0
Other psychoses 5. 9 5. 7 3. 7
Neuroses 9. 4 11. 0 12. 1
Personality disorders 10. 0 12.6 16.3
Ail other diagnoses 11. 2 11.9 15. 2

I The diagnostic nomenclature used In this table was the "Diagnostic and Statistical Manual of Mental Disordets," 2d Ed.
American F'sychlatric Aaociation, 1968. The codes corresponding to the diagnostic categories shown are as follows:

Diagnostic category and codes:
Alcohol disorders,* 291,309.13, 303.2.
Drug abuse disorders, 294.3, 309.14.
Brain syndromes (NEC), 290, 292-294.2, 294.4, 309.0-309.12, 309.2-309.9.
Schizophrenia, 295.
Other psychoses, 297-299.
Neuroses, 300.
Personality disorders,301, 303.0-303.1, 303.9.

2 Alcohol disorders include organic brain syndromes associated with alcoholism and alcohol addiction. The 2d Edition
of the American Psychiatric Association's Dagnostic and Statistical Manual (used in the 1969 Survey) introduced new
alcoholism categories not in use in 1962 end 1965. In order to make the 1969 data comparable to the 1962 and 1965 data.
those 1969 admissions classified under these new alcoholism categories are counted under "personality disorders."
(See Table 5.)

TABLE 6.-ADMISSIONS WITH NO PRIOR INPATIENT PSYCHIATRIC CARE, DIAGNOSED WITH SCHIZOPHRENIA,
BY AGE, STATE AND COUNTY MENTAL HOSPITALS, 1962, 1965 AND 1969

Age at admission 1962 1965 1969

Percent
change

1962-69

Number of 1st admissions:
All ages 27, 266 25, 374 25, 540 -10. 0

Under 25 7,079 7, 363 8, 395 +18.6
25 to 34 8,090 7, 161 5, 333 -34.1
35 to 44 6, 719 5, 922 4,467 -33. 5
45 to 54 3, 575 3, 273 4, 050 +13. 3
55 1,803 1, 655 2, 296 +27.3_plus

Rate per 100,000 population:
Ail ages 14.8 13. 2 12. 3 -16. 9

Under 25 8. 4 8. 3 9. 1 +8. 3
25 to 34 37. 4 33.1 22. 3 -40.4
35 to 44 27. 9 24.6 19. 5 -30.1
45 to 54 16. 9 14.9 17. 5 +3. 6
55 ph:s 5. 4 4. 7 6. 1 +13. 0

Percent of total 1st admissions:
All ages 21. 0 17. 6 15. 0

Under 25 30. 9 24. 2 19. 1
25 to 34 35. 5 27. 9 20. 0
35 to 44 29. 0 23. 1 14. 5
45 to 54 18. 6 15. 4 16.4
55 plus 4. 3 4. 0 6. 1

r.
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TABLE 7.-MALE ADMISSIONS WITH NO PRIOR INPATIENT PSYCHIATRIC CARE DIAGNOSED WITH ALCOHOL DIS-ORDERS, SELECTED AGE GROUPS, STATE AND COUNTY MENTAL HOSPITALS, 1962, 1965, AND 1969

Selected age groups
1962 1965 1969

Percent

1;11621-1

NUMBER OF FIRST ADMISSIONS

All ages
16, 213 20, 528 26, 536 +63. 725 to 34
2,659 3, 387 4, 248 +59. 835 to 44
4, 974 6, 261 7, 743 +55. 7

45 to 64
7, 490 9, 361 12, 884 +72. 0

RATE PER 100,000 POPULATION
AD ages

18. 2 22. 0 27.6 +51. 625 to 34
25. 8 32. 7 37. 0 +43. 435 to 44
42. 9 53. 9 70. 1 +63. 445 to 64
40. 9 49. 8 65. 3 +59. 7

PERCENT OF TOTAL FIRST ADMISSIONS .....

All ages
22. 3 24. 9 26.8

25 to 34
21. 6 23. 6 25.935 to 44
38. 4 42. 4 44,845 to 64
39. 1 43. 6 47. 7

O.*
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TRENDS IN FIRST ADMISSIONS AND RESIDENT PATIENTS TJNDER 18 EARS OF
AGE BY DIAGNOSIS, SELECTED STATES 1966-1968

State i,PPLas in first atimissions and resident patients in state and county mentalhospitals tor the period 1966-1968 presented in Statistical Note 14 indicated thatthe trend of increasing first admismons to these hospitals was most prevalent amongthe states in the under 18 year age group with all but eleven states experiencing in-creases in first admissions in this age group. Moreover, despite the fact that an over-all decline in resident patients was observed for these hospitals during this period,31 states experienced increases in resident patients under 18 years of age. The purposeof this Note is to further investigate this age group to determine if these observedincreases were concentrated in any particular diagnostic groupings.
Data are presented for the United States aud for 14 states in which first admis-sions and resident patients by age and diagnosis were reported for at least two ofthe three years shown, and in which the number of patients under 18 years of agewas of sufficient size to provide meaningful comparisons among states over timefor five major diagnostic groupings.
First admissions under 18 years of age to state and county mental hospitalsdiagnosed with acute and chronic brain syndromes, personality disorders, transientsituational personality disorders, and mental deficiency increased between 1966and 1968 both nationally and in half or more of the 14 states. (Table 1) Thosediagnosed with psychotic disorders showed a slight decline for the United Statesas a whole and a variable pattern of change among the states.
Resident patients in this age group diagnosed with transient personality dis-orders and mental deficiency increased in the state and county mental hospitals inthe United States between 1966 and 1968, while patients with. personality disordersremained relatively unchanged and those with acute and chronic brain syndromesand psychotic disorders declined. (Table 2) Only for the latter diagnosis did morethan half of the states reflect the national pattern of decline. Otherwise, the patternof change among the states for each of the other diagnostic groupings showedconsiderable variability from the respective national pattern.
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"UTILIZATION OF PSYCHIATRIC FACILITIES BY CHILDREN"PUBLIC
HEALTH SERVICE PUBLICATION No. 1868 PRINTED 1968

INTRODUCTION

During the last two decades, significant
changes have occurred in the administration of
mental health programs on local, State, and
national levels and in the development of treat-
ment and rehabilitation methods. Administrative
changes were largely supported by Federal legis-
lation which includes: the National Mental
Health Act, resulting in a rapid growth in
outpatient psychiatric clinics and the concurrent
establishment of inpatient psychiatric services in
a number of general hospitals (1 ); the 1963
Mental Retardation Facilities and Community
Mental Health Centers Construction Act, pro-
viding construction funds for community-based
mental health facilities to include inpatient,
outpatient, day care and emergency services, and
the 1965 legislation, providing funds for staffing
these centers (2, 3); and most recently, the
Social Security Amendments of 1965 (PL
89-97) providing funds for care and treatment of
the elderly mentally ill and for research grants
for mental and emotional illness in children (4).

While legislation fostered the development of
a variety of mental health facilities, treatment
methods changed radically with the introduction
of tranquilizers and other psychoactive drugs. As
a result, many patients in long-term mental
hospitals, previously doomed to aging and dying
in an institution, were able to return to the
community where the increased availability of
outpatient community resources, followup care,
and related social services made it possible to
maintain many such patients in the community.
The availability of nursing homes and other
resources providing services similar to those in a
mental hospital also made it possible to prevent
admission to the mental hospital of certain kinds
of patients, for example, those with diseases of
the senium or chronic schizophrenia.

Although most Federal legislation focused on
general mental health care, the need for specific
services for children was recognized. This re-
sulted in the establishment of the Joint Com-
mission on Mental Health of Children through a
grant by the National Institute of Mental Health
from funds provided by the Social Security

Amendments of 1965. The purpose of this
group has been to develop "a program of
research into and study of our resources,
methods, and procedures for diagnosing and
preventing emotional illness in children and of
treating, caring for, and rehabilitating children
with emotional illness" in order "to develop a
body of knowledge and a set of recommenda-
tions representing the very best this country has
to offer to strengthen the mental health of its
children" (5). This report was stimulated by and
prepared for the Commission to assist them in
carrying out this responsibility.

While not specifically oriented toward the
mental health of children, the National Institute
of Mental Health, nevertheless, has allocated a
large part of its grants for research, demonstra-
tion projects, and training toward primary pre-
vention and treatment of childhood mental
illness, and a large segment of its intramural
programs has been oriented toward this end. The
Institute also has played a major role in promot-
ing legislation and in administering the funds
provided by such legislation.

This report, describing the utilization of
psychiatric facilities by children, serves as a
backdrop to both the National Institute of
Mental Health child program and the work of
the Joint Commission on Mental Health of
Children. Included are extensive data on pat-
terns of care by age, sex, diagnostic, and other
characteristics of children under 18 years of age
served in the following types of psychiatric
facilities in the United States: outpatient
psychiatric clinics, State and county mental
hospitals, private mental hospitals, and psychi-
atric services in general hospitals. Knowledge of
the utilization patterns of these facilities is
particularly important in planning and admin-
istering the rapidly expanding and developing
mental health programs throughout the nation.

Only limited information on children served
in psychiatric day-night facilities, residential
treatment centers other than those operated by
State mental hospitals, or treated in private
psychiatric practice, is available. In spite of the
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paucity of information for the latter facilities,
however, sufficient information is available to
permit an estimate of the number of children
receiving services in psychiatric facilities in the
United States during a year. Data presented are

obtained from the annual nationwide reporting
programs and special studies conducted by the
Biometry Branch, National Institute of Mental
Health (6, 7, 8).

TOTAL NUMBER OF CHILDREN SERVED IN PSYCHIATRIC FACILITIES
IN THE UNITED STATES

About 473,000 children under 18 years of
age received some service in a psychiatric facility
in the United States in 1966 (table 1). Of these
children, 84 percent were seen on an outpatient
basis and 14 percent were hospitalized. Of the
latter, 27,400 were patients in public mental
hospitals, and 28,000 in general hospitals.

Children comprised 34 percent of the total
caseload of outpatient psychiatric clinics. In
contrast, 3 to 8 percent of the caseloads of
inpatient facilities consisted of persons under 18
years of age. Of the three types of hospitals,
State and county mental hospitals had the
smallest proportion of' children.

Table 1

Number of Psychiatric Facilities and Estimated Number of Children under 18 Years of Age
under Care during the Year in Each Type of Facility, 1966

Type of facility

Facilities
Total patients --

ll ees Children under 18 years of age

Number
Percent
distri-
bution

Estimated
number

Percent
diatri-
button

imEstated

"lb"

Percent
distri-
button

Percent of
total patients

la each ty"
of flglitv

Outpatient psychiatric clinical/ 2,122 56 1,106,0(10 46 399,000 84 34

Stste and oounty mental hospitals 297 s 807,000 31 27,400 6 3

Private mental hospitals 175 5 105,000 4 8,400 2 s

General hospitals with psychiatric
services 888 23 466,000 18 28,000 6 6

Psychiatric day-night units 2/ 173 5 15,600 1 2,500 1 16

Residential treatment centers (not
in state mental bospitals) 2/ 149 4 -- 8,000 2

Total 3,804 100 2,579,600 100 473,300 I 100 18

I/ Includes clinics of the Veterans Administration.

2/ Based on survey conducted in 1965 providing estimated number of ohildren served in 1964. Includes day-night
units of the Veterans Administration.

2/ Based on the average oapacity or average number of residents reported for 92 faollitlei.
Source: pirectory of Facilities for Nentellv I11 Children In the United States. 1967, The National

Association for Rental Health, Inc.
F Porter Element, Fifth Edition, 1965.



145

UTILIZATION OF SPECIFIC FACILITIES

OUTPATIENT PSYCHIATRIC CLINICS

Number of Patients and Patient Movement

The number of children under 18 years of
age receiving care in clinics has almost doubled
since 1959, from 208,000 to 399,000 in 1966
(9, 10) (tables 2a, 2b; figure I a). The growth in
the patient caseload was only partly due to the
increase in the child population in the United
States. Even if we account for the general
population growth, the greater demand for and
availability of these services resulted in a 70
percent increase in usage rates (per 100,000
population) between 1959 and 1966 (figure 1 b).
The numbers of patients under care during this
period increased more rapidly than either the
number of clinics or the professional man-hours
available (11).

Of the children under care during 1966,
about 52 percent were new admissions to the
clinic of application, and an additional 5 percent
were readmissions who had been under care in
the clinic in a previous year. The remaining 43
percent had been on the clinic rolls from the
preceding year.

An estimated 216,000 children, or 54 per-
cent of the caseload, were terminated from
clinic services in 1966 (figures 2a, 2b). The
proportion terminated has decreased slightly
each year during the past few years (60 percent
in 1959) resulting in a larger proportion of
patients being "carried over" at the beginning of
each year.

Most of the data on clinic patient character-
istics and services received, discussed in this
report, are based on information on patients for
whom services were terminated. Because of the
short duration of clinic service, data on termina-
tions are considered a good approximation of
admissions (12).

Age and Sex

The adolescent group, age 10-17 years, com-
prised two-thirds of the children servec, and, in

fact, for boys was the largest group o patients
of any comparable age span (10 year age group)
in the clinic population (figures I a, 1 b). Chil-
dren 5 to 9 years accounted for an additional
third of the patients under 18 years. Unlike the
pattern of increased usage by children of school
age during the last decade, pre-schoolers ac-
counted for only 6 percent of the clinic child
population and have shown little change in the
extent of clinic usage in the last few years. Rates
of clinic utilization for children peaked at 9 and
10 years for younger children and about 14 or
15 years of age for adolescents (13, 14) (figure
3).

Twice as many boys as girls were given
service in clinirs (tables 2a, 2b). This was
generally true for all ages under 18 years. Little
variation in this sex ratio, from year to year, has
been laoted. However, at 18 and 19 years of age,
the rates for boys dropped sharply to nearly half
the 10-17 level (from about 300 terminations,
per 100,000 population, to approximately 170).
This drop not only reflects discontinued contact
with the public schools, one of the major
case-finding agencies for children, but also the
lack of other major community programs wh.:11
may serve as case-finding and referral agencies
for young adults.

Diagnostic Characteristics

Thirty-four percent of the children who were
terminated from clinic service received a diag-
nosis of transient situational personality disorder
(table 3a; figure 4a) while 25 percent were
"undiagnosed." The large proportion of children
not receiving a diagnosis reflects, to a large
extent, the brief contact that many children
have with a clinic. In turms of other reported
diagnoses, among the very young children
(under 5 years of age), brain syndromes and
mental deficiency accounted for almost half
(table 3a). Personality disorders, particularly
passive aggressive personality disorder, assumed
considerable importance among older children,
especially among the boys (figures 4b, 4c).
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Certain service factors affect the complete-
ness of the diagnostic data. Only 6 percent of
the children receiving treatment services were
"undiagnosed" while a third of the nontreated
group were reported in this category. The intake
practices or policies regarding certain diagnostic
groups may also influence the prevalence of
certain disorders in clinics. For example, a
recent study indicated that only two-thirds of
the clinics serving children accept mental retard-
ates (15).

Color

Current data by color are not available.
However, data obtained from a special study for
1961 may still be representative of current
utilization patterns (14). The principal differ-
ences by color were the lower rates for non-
whites than whites among the younger children
(under 11 years of age) in contrast to the higher
rates for adolescents (figure 5). This pattern was
consistent for both boys and girls. Further,
nonwhite rates were higher than whites of the
same sex for all children with mental deficiency
and for adolescents with psychotic disorders
(figure 6).

It should be noted that these data by color
were more completely reported by clinics in the
South and may not be representative of the
United States as a whole.

Referral Source

Data on the source of referral, that is, the
individual or type of agency recommending that
the patient apply for clinic service, indicate that
three groups were most responsible for recom-
mending clinic services for children: the physi-
cian or other community health agency (26
percent), the school (24 percent), and the family
or friends (20 percent) (16). Younger children
were referred most frequently by physicians or
their families, older children most frequently by
schools (17, 13). Among the adolescents, a
larger proportion of boys than girls were refer-
red by schools and courts while more girls than
boys were referred by private physicians, social
service agencies, or their families (figure 7).

Tyr- :If Service

Oho-third of the children received treatment
servies while two-thirds received nontreatment

services. For reporting purposes, treatment serv-
ices are defined as "a service usually initiated by
clinic plan following application and diagnosis
(explicit and implicit) designed to reduce some
amount of the patient's symptomatology" (7).
Nontreatment services usually consist of intake
services and referral to other agencies, and
evaluation and psychological testing, frequently
for other agencies and particularly for schools in
rural areas.

A variety of factors influence the provision
of treatment in a clinic, such as the patient's
age, sex, diagnosis, and the referral source. For
example, in the adolescent group, fewer of those
14 and 15 years of age but more of the 18 and
19 year olds were treated. Almost half of the
adolescents with psychoneurotic, psychotic, and
personality disorders received treatment services;
however, only slightly more than a third of
those with brain syndromes and very few
patients with mental deficiency (12 percent)
received this service (figure 8). Regardless of age
or diagnosis, more girls were treated than boys.

The source of referral of patients also in-
fluenced the probability of treatment. Children
referred by mental hospitals, probably for after-
care services, were more frequently treated than
those referred by most other agencies. Those
referred by training schools for the mentally
retarded rarely received treatment (figure 9).

Amount of Service

One method used to evaluate the amount of
service provided to children in outpatient clinics
is a count of the number of person-interviews
received. Children who did not receive treatment
services had a median of three interviews; those
receiving treatment, a median of 16 interviews.
Iri examining the data for adolescents, we see
that the median number of ipterviews was
considerably higher for the youngm adolescents
than for the older ones (figure 10), and higher
for boys than girls except for the oldest group.
The larger number of interviews for the younger
patients reflects, in part, the greater involvement
of parents or collaterals in services for the
younger child, since each person present at an
interview is counted. Data from table 4 show
that considerably more of the older adolescents
were interviewed without their parents or col-
laterals than were the younger ones.
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Disposition

Intimation is reported on the disposition of

the clinic case after terminationthat is,

whether the patient withdrew on his own, tIn.

clinic closed the case because further care was

not needed, or the clinic referred the patient to

another community organization for further

service and, if so, to which type of agency.

According to the 1963 special clinic study,

28 percent of the children under 18 years of age

"dropped out" of clinic service, 33 percent were

terminated because further care was not indi-

cated or for other reasons, and 39 percent were

referred to other agencies for further care (16).

Patient characteristics and referral source, as

well as clinic service, appear to influence the

outcome of service (appendix tables 1-4). For

example, in terms of age, older adolescents

(16-19 years) showed a greater tendency to

withdraw from service than younger ones, re-

gardless of whether they were seen in the clinic

for treatment or for other services; or they were

more likely to be referred to another psychiatric

facility after receiving clinic services. The

younger patients (12-15 years), on the other

hand, were more often referred to a community

agency for further care, probably to the original

referring agencies. Regarding diagnosis, children

with the more serious psychiatric disorders such

as brain syndromes, mental deficiency, and

psychosis were most likely to be referred else-

where for further care and least likely to

withdraw from service on their own.
Data on referral source and disposition clearly

indicate that the clinic is frequently used as an

evaluating service only. Patients who were re-

ferred by community agencies such as schools,

social agencies, and courts were generally refer-

red back to the same type of agency. This

pattern was not necessarily consistent for pa-

tients sent to the clinic by their families. These

patients more frequently withdrew from clinic

services than those referred by community

agencies. If they were referred elsewhere subse-

quent to clinic care, the referral was more

frequently to private psychiatrists and other

outpatient psychiatric resources than to any

other community agency.

Treated patients were more likely to be

discharged by the clinic with "no further care

indicated" and less likely to be referred to other

agencies for additional services.

Staffing Patterns

nata on staffing patterns specifically for

children s clinics are not readily available for

1965 or 1966. However, trends in staffing

patterns, in 1965, for all clinics can be examined

to provide information on availability of clinic

resources.
Clinics generally employ a "core" maital

health team cons;. ting of at least a psychiatrist,

psychologist, and social worker. Some also

employ other professionals such as nurses, physi-

cians, speech therapists, etc. In 1965, the mental

health team provided 221 professional man-

hours per week per 100,000 population, accord-

ing to a nationwide survey conducted the week

of April 30, 1965 (9). .
Less than a third of the regular clinic staff

worked full-time. Excluding trainees, only 13

percent of the psychiatrists, 36 percent of the

psychologists, and 54 percent of the social

workers worked full-time. Nevertheless, in terms

of man-hours, the psychiatrist provided 31

percent of the clinic professional man-hours, the

psychologist 21 percent, and the social worker

38 percent. A variety of other mental health

professionals supplied the remaining 10 percent.

The amount of time devoted by the psychi-

atrist, psychologist, and social worker, shows

considerably smaller increases (approximately 8

percent from 1963 to 1965, respectively) than

that by other professionals (39 percent).
Considering that between 1963 and 1965 the

increase in the professional man-hours rate (per

100,000 persons) was only 14 percent, and in

the number of patients per 100,000 population

21 percent, demands for service are increasing at

a considerably more rapk1 rate than our ability

to fulfill them.

Geographic Distribution

The variation in the geographic distribution

of clinics is shown in table 5. In 1966, half the

States had less than 25 clinics; only one-fifth

had 50 or more. According to the 1965 survey,

the ratio of professional weekly man-hours for

individual States ranged from 758 per 100,000

population to 23 (table 6). The average number

of man-hours per 100,000 population was 711 .

the median 137. Only 10 States provided at let.st

280 man-hours per 100,000 population or suf-

ficient man-hours for two full clinic teams.
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Fifteen States reported less than 100 man-hours.
In general, the States with the most clinics
provided relatively greater numbers of man-
hours per 100,000 population. As a result, the
average number of man-hours was heavily
weighted by man-hours contributed by these
States.

A special study on the availability of clinics
in areas designated rural in the 1960 census, was
conducted for 1965. A rural area, for thisstudy,
was defined as one located in a county in which
50 percent or more of the population lived in
towns of less than 2,500 persons and where the
county is not in a standard metropolitan statisti-
cal area. T'tis study was considered particuLrly
pertinent because, ih rural areas, the psychiatric
clinic is frequently the only mental health
resource available to children. In urban and
suburban areas, on the other hand, there are a
variety of other social agencies such as family
service and welfare agencies and psychological
testing services of schools.

Although there has been a marked increase in
clinics nationwide, rural resources continued to
remain sparse. Of the 2,007 clinics open In
April 30, 1965, only 234 clinics located in rural
areas served children (18). A total of 25,000
children were served in these clinics in 1965,
only 8 percent of all children under clinic care in
the total United States (table 7) though, accord-
ing to the 1960 census, one-third of all children
lived in rural areas.

The shortage of services in rural areas is
apparent in several aspects of clinic serv-
ice: hours clinics are open, professional man-
hours available, and types of services provided.
For example, only slightly more than half of the
rural clinics were open full-time as compared to
almost three-quarters of the clinics nationwide.
Only 5 percent of the professional man-hours
available in clinics during the reporting week of
April 30 were provided in rural clinics. The full
orthopsychiatric team of psychiatrist, psychol-
ogist, and social worker, was present in only 60
percent of the rural clinics in contrast to about
80 percent of the large urban clinics. Further-
more, services tended to be brief and consisted
frequently of psychological testing, thus reflect-
ing the lack of such services in schools and other
community agencies in these areas. This shortage
of services may reflect problems in staffing, the
large proportion of time devoted to travel and
limited demand for service. It must be kept in

mind, also, that clinics located in u tan areas
may serve the surrounding rural population.
Data on the number of rural residents seen in
urban facilities are not available on a nationwide
basis.

STATE AND COUNTY MENTAL HOSPITALS

Current Utilization Patterns:
Age, Sex, Diagnosis

In 1966 about 27,400 children were under
care in the 298 State or county mental hospitals
in the United States. Among the reported
10,000 first admissions, 57 percent of the
children were 15-17 years of age, 32 percent
10-14 years of age, and 11 percent under 10
years of age (19) (table 3h). The age distAbu-
tions for first admissions and resident patients
were similar, with a slightly higlier proportion of
children 15-17 years among the first admissions.
As was noted for clinic patients, boys out-
numbered girls 2 to 1 among fvst admissions.
Boys apparently remain in the hospital longer
since relatively more were resident at the end of
the year than were admitted during the year.

Schizophrenic reactions and transient situa-
tional personality disorders were predominant in
each age group (figures 4a, 4b, 4c). Schizo-
phrenia accounted for about 20 pt; cent of the
first admissions and 30 percent of the resident
patients, while transient situational personality
disorders comprised 30 percent of the first
admissions and 20 percent of the resident pa-
tiehts. Brain syndromes were also relatively
important among children under 10 years (18
percent of the first admissions and 27 percent of
the resident patie its).

Data on the proportion of patients with
certain disorders who are admitted during the
year, compared with the proportion who are
resident on a specific day, provide indicators,
under certain conditions, of duration of care
required for certain diseases. Reported data
show that patients with schizophrenia, brain
syndromes, and mental deficiency are hos-
pitalized for longer periods than those with
1.sychoneurotic, personality, and transient situa-
tional personality disorders.

Trends

Until 1966, trend data on children served in
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these hospitals have been limited because only
age breakdowns for "under 15 years" and
"15-24 years" have been available (appendix
tables 5-10).

Both first admission and resident patient
rates among those under 15 years doubled
during the last decade. Rates for boys increased
at a somewhat more rapid rate than those for
girls (figures II, 12).

A comparison of trends in rates for other age
groups with those of children shows that among
first admissions increases have been noted for
age groups 15-24 years and 25-34 years, al-
though they are less marked than the increases
shown for those under 15 years. The rates for all
other age groups have remained relatively stable
or decreased. Similarly, for resident patients,
rates for all age groups 15 years and over either
remained relatively stable or showed a decline
while those for children under 15 years in-
creased.

Data on factors affecting the admission of
children to h.; .pitals are extremely limited.
Admission rates are dependent on the avail-
ability of inpatient beds for children, adequate
hospital programs specifically for children, and
family acceptance of hospitalization. Avail-
ability of suitable outpatient programs for seri-
ously disturbed children and adequate living
arrangements in the community may also affect
hospitalization of children.

Geographic Distribution

The distribution of public mental hospitals
by State is shown in table 5. Only nine States
had 10 or more State and county mental
hospitals. Wisconsin had 42, most of which were
county hospitals. Considerable variation is noted
in the percent of children under 15 who were
first admitted to State and county mental
hospitals in 1965 (19). For example, 8 percent
of all first admissions in Missouri were under 15
years while no children under 15 years were
admitted to Maine hospitals.

PRIVATE MENTAL HOSPITALS

Current Utilization Patterns:
Age, Sex, Diagnosis

About 8,000 children were served in the

174' known private mental hospitals in 1966.
Very few children under 10 years (5 percent of
the total number of children under 18 years of
age) received care in these hospitals (table 3c).
In contrast to State mental hospitals, the
number of first admissions of boys was only
slightly higher than that of girls. Three-quarters
of the first admissions 10-17 years of age had
psychotic disorders (25 percent), personality
disorders (21 percent), and transient situational
disorders (27 percent) (figures 4a, 4b. 4c). The
specific disorders of importance among this
group were schizophrenic re ictions (19 percent).
personality trait disturbance (8 percebt). and
psychoneurotic depressive reactions for girls (1 I
percent). Unlike the public mental hospitals. but
similar to general hospitals, private mental hos-
pitals admitted a relatively huge proportion of
children diagnosed with psychoneurotic dis-
orders (17 percent in private mental hospitals
compared with 3 percent in State mental hos-
pitals).

Considerably more boys were resklent pa-
tients than girls, indicating that boys remained
under care for longer periods. Only 1 percent of
the resident patients under 18 years was under
5 years of age. Of the relatively few children 5-9
years of age resident at the end of 1966 (6
percent of the children), three types of disorders
predominatedbrain syndromes (35 percent).
personality disorders among boys (30 percent ).
and schizophrenic reactions among girls (28
percent). Schizophrenic reactions (20 percent).
and Personality disorders (26.percent ). were the
most frequent diagnoses among adolet.eent resi-
dents.

Unlike the pattern seen in other psy, hiatric
facilities in which more girls than boys were
reported with psychoneurotic disoulers. slightly
more boys than girls among the resident patients
were thus diagnosed. Children with psycho-
neurosis were in the hospital for short periods of
time, however, since the pert:ent with these

I During the year 1965, the universe of known private
mental hospitals was reviewed by the Biometry Branch. NIMII.
in conjunction with the State mental health authoritks aml the
National Association of Private Psychiatric Hospitak Iii this
review it was found that of the 238 hospitals classified as private
menial hospitals for 1965 and preceding years. fol were in tact
hospitals for alcoholics, geriatric hospitals. or nursing homes. or
for some other reason should not be considered private mental
hospitals. The apparent drop in the number of hospitals in
operation in 1966 is due, therefore, to a more maul classifi-
cation of facilities, rather than a change in tlw number of
hospitals.



150

disorders was considerably smaller among the
resident patients (10 percent) than the first
admissions (17 percent).

Trends

Trend data on first admission rates of chil-
dren to private mental hospitals are available
only for age groups under 15 years and 15-24
years of age. For children under 15 years of age,
patterns are similar to those of the State and
county mental hospitals (20) (appendix tables
11-13). During the last 15 years, rates tripled for
those under 15 years (1.3 per 100,000 popula-
tion in 1965), and showed moderate increases
for those 15-24 years (22.4 per 100,000 popula-
tion in 1965). Rates for other age groups
decreased or remained relatively stable. In con-
trast to the marked differences in rates for boys
and girls and young adults (15-24 years) in
public mental hospitals, the rates for boys under
15 years (1.4) were only slightly higher than for
girls (1.2), while the rates for girls (25.0) were
higher than boys (19.6) in the 15-24 year old
group.

Geographic Distribution

The 1742 known private mental hospitals in
the United States in 1966 were located in only
36 States (table 5). California, with 25, had the
largest number while 30 States had less than 10
each.

INPATIENT PSYCHIATRIC SERVICES
OF GENERAL HOSPITALS

Data on discharges by age, sex and diagnosis
are collected from inpatient psychiatric services
in general hospitals. These data provide a good
estimate of admissions because of the short
duration of stay in a general hospital. About
28,000 children under 18 years of age received
psychiatric inpatient care in the 888 general
hospitals in 1966.

Similar to the utilization patterns in other
facilities, more boys under 9 years received care
than girls. Among older children (10-17 years),
however, considerably more girls were served
(table 3b).

Very young children (under 5 years of age)

2 See footnote page 8

comprised 14 percent of the children under 18
years of age discharged from general hospitals;
those 5-9 years, 10 percent; young adolescents
(10-14 years), another 24 percent; and older
adolescents 52 percent. Of the children under 5
years, 66 percent were reported with brain
syndromes, and 14 percent with -mental defi-
ciency. Of the brain syndrome group, convulsive
disorders were responsible for 54 percent, and
drug or poison intoxication for another 25
percent. Among the few 5 to 9 year olds,
convulsive disorders (17 percent) and mental
deficiency (14 percent) were among the pre-
dominant diagnoses, and transient situational
personality disorder occurred more frequently
(17 percent) among the younger children. Schiz-
ophrenic reactions, accounting for 14 percent,
psychoneurotic disorders and transient situa-
tional personality disorders, 21 percent each,
were the most important diagnoses for the 10 to
14 year olds.

Of those 15 to 17 years of age, 17 percent
had schizophrenic reactions and 27 percent
psychoneurotic disorders, particularly psycho-
neurotic depressive reactions (11 percent). Un-
like findings for other facilities, personality
disorders were not as important among boys as
were the psychoneurotic disorders. Transient
situational personality disorders (20 percent)
were a major cause for hospitalization in this age
group.

Since no data on children are available for
previous years, trends will not be discussed. It is
noteworthy to mention, however, that 25 years
ago only 48 general hospitals admitted psychi-
atric patients (21), while in 1966, 888 did so.

PSYCHIATRIC DAY-NIGHT SERVICES

Information on psychiatric day-night services
in the United States has been collected since
1963. For NIMH reporting purposes, these
services are defined as "services having an
organized staff whose primary purpose is to
provide a planned program of milieu therapy
and other treatment modalities. The service is
designed for patients with mental or emotional
disorders or mental retardation who spend only
part of a 24-hour period in the program" (22).

A total of 173 units in the United States
reported to the NIMH as of February 1965. Of
these, only 72 were open to children under 12
years of age, and 120 were open to children 12
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to 17 years. Of the 16,000 patients served
during the year, 2,500 or 16 percent were
children. Twelve hundred were under 12 years,
and 1,300, 12 to 17 years of age. All facilities
serving only children provided educational
therapy. Between 80 to 90 percent provided
individual, family, group, and recreational thera-
pies (table 8).

Most of the children's facilities reported
full-time attendance (5 days a week) by their
patients, a reflection of the educational charac-
teristics of children's day care facilities.

A rapid growth is expected in the number of
day-night units, particularly as they become
integrated into community mental health cen-
ters. Information on the characteristics of pa-
tients served in these units is not yet available
but will be in the near future.

PRIVATE PSYCHIATRIC PRACTICE

Very little data are available on the number
and characteristics of patients served in private
psychiatric practice. A sample survey of charac-
teristics of patients treated by private psy-
chiatrists indicated that 4 percent of the approx-
imately 750,000 patients seen in private
practice, or 30,000 children under 15 years,
received these services annually (23) (figure 13).
Another study of a prepaid group medical
practice showed that children under 15 years of
age referred for psychiatric service comprised a

considerably lower proportion of private psychi-
atric service (0.4 percent) (24). Data from the
Monroe County, N.Y., psychiatric case register
indicated that about 3 percent of the private
practitioner caseload consisted of children under
15 (25). Such findings tend to corroborate the
impression that relatively few children receive
private psychiatric care.

COMMUNITY MENTAL HEALTH CENTERS

The development of the Community Mental
Health Center program is too recent to measure
its impact on the treatment of children. How-
ever, a recent survey conducted by the Biometry
Branch indicated that 114 out of 133 reporting
facilities served approximately 1,400 children
under 18 years of age, or 20 percent of the
7,100 patients under care in such centers during
a 1-day period in November 1967. This propor-
tion of children falls between the 34 percent
under care in outpatient clinics and the 8
percent or less in inpatient facilities.

Two-thirds of the children served in centers
were boys. Of those children under 12 years,
boys outnumbered girls 3 to 1, but the ratio was
3 to 2 for 12 to 17 year olds. Most children were
outpatients and the largest proportion was diag-
nosed as having transient situational personality
disorders. The most frequently used treatment
methods were individual, group, and recreational
therapies.
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Table 2a

Estimated Number of Patients under Care and Terminations during the Year,
Outpatient Psychiatric Clinics, United States, 1959-1966

Year

Patients under care Terminations

Total
all ages

Total
under 18
years

Under 10
years

10-17
years

I

Total
all ages

Total
under 18
years

Under 10
years

10-17

years
I

Both sexes
(numbers in thousands

1 959 502 208 86 122 283 1 25 53 721 960 578 238 96 142 313 137 55 821961 669 241 97 144 349 138 55 831 962 741 270 105 165 384 154 931 963 862 295 11 2 183 453 1 64 63 1011964 993 330 1 27 203 523 182 70 11 219651/
1966-f

1,085
1,186

384
399

145 239 543
593

210
216

79 131

Males
1959
1960
1961

1962

305

347
386
425

138
158
160
180

58
64
65
72

80

94
95

108

167
183
197
21 5

83
91

92
102

35
37
37
41

48
54
55
611963 488 195 77 11 8 248 109 43 661964 544 217 87 130 277 120 48 721965 605 255 100 155 294 140 55 85

Females
1959 197 70 28 42 116 42 18 241960 231 80 32 48 130 46 18 281 961 283 32 49 152 46 18 281962 316 90 33 57 169 52 20 321963 374 100 35 65 205 55 20 351 964 449 113 40 73 246 62 22 401965 480 129 45 84 249 70 24 46

1/ Excludes Puerto Rico and Virgin Islands.
Source: Outpatient Psychiatric Clinics - Annual Statistical Report. Data on

Patients, 1959-1965. U.S. Department of Health, pucation, and
Welfare, PHS, N1MH.

Provision4 Patient Movement Data. Outpatient Psychiatric Clinics,
United States, 1966. Mental Health Statistics, Current Facility
Reports, Series MHB-J -1, January 1967. U.S. Department of Health,
Education, and Welfare, PHS, NIMH.
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Table 2b

Estimated Number of Patients under,Care and Terminations during the Year,

Rates per 100,000 Population-Li, Outpatient Psychiatric Clinics,

United States, 1959-1965

Year

Patients under care Terminations

Total
all ages

Total
under 18
veers

Under
10
years

10-17
years

Total
all ages

Total
under 18

years

Under
10

veers

10-1 7

earsy

Both sexes
1959 286.0 327.0 224.0 493.0 161.9 197.0 135.8 292.7

1960 317.8 364.2 242.3 552.7 172.2 209.6 139.6
317.8

1961 368.3 369.2 244.4 562.3 192.3 211.6 139.9 322.3

1962 403.6 402.9 259.7 622.5 209.4 229.8 149.6 352.8

1963 462.7 430.0 274.3 664.0 243.1 239.4 153.2 368.9

1964 525.2 471.8 307.6 711.0 276.5 260.6 170.0 392.6

1965 561.6 538.1 347.4 805.1 281.1 294.0 189.8 439.7

Males
1959 356.0 427.0 292.0 639.0 196.3 257.1 177.8 381.3

1960 387.5 476.4 317.0 723.4 204.0 273.9 182.6 415.4

1961 431.5 482.6 324.2 728.1 219.9 276.5 185.7 417.4

1962 474.8 529.1 347.8 807.9 240.9 Y31.8 199.7 458.8

1963 539.0 560.9 370.4 848.0 273.4 312.5 206.9 471.5

1964 591.3 640.0 413.0 897.9 301.6 336.9 228.1 495.9

1965 644.4 703.9 472.0 1029.4 312.8 384.5 258.1 562.0

Females
1959 220.0 224.0 151.0 337.0 129.1 134.6 92.1 200.9

1960 250.2 248.4 165.1 377.0 141.3 143.1 95.2 217.2

1961 307.0 252.1 161.9 391.4 165.6 144.5 92.6 224.5

1962 335.8 272.6 168.6 431.7 179.4 155.5 97.7 243.8

1963 390.6 294.9 175.0 474.7 214.4 164.0 97.6 963.4

1964 462.8 329.0 198.5 518.7 252.7 181 .7 109.8 286.2

1965 483.5 366.7 218.2 574.0 251.2 200.3 119.0 313.8

1/ Rates are computed on the basis of July1 civilian population, U. S. Bureau of

Census, Current Population Reports, Series P-25.

Source: Outpatient Psychiatric Clinics - Annual Statistical Report. Data on

Patients, 1959-1965. U.S. Department of Health, Education, and

Welfare, PHS, NIMH.
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Table 3.

Children Served in Per:hist:1- oscilities, by Am, Sex, Diagnosis, and Type of Fecil,ty, United States, 10E6 1/

Psychiatric Diagnosis
and Sex

Outpatient Psychistrisplinices
Terainationsfil

General Hospital Inpatient
Psychiatric Pecilipiess

D sehersesg,
Total
under 18
mars

Under
5

Mrs
5-9

years

10.14

years

15..17

years

Total
under 18
veers

Under
5 5-9

Years yearst
10-14
years

15-17
years

Totel Patients 158,062 7,456 50,217 61,349 39,040 17,815 2,495 1,784 4,277 9,259
Acute end chronic brain syndromes 6,812 966 3,195 1,020 722 3,414 1,655 520 522 717Convulsive disorder 1,068 86 380 377 225 1,732 900 306 300 226
Psychotic disorders 5,767 263 1,316 1,773 2,415 2,038 55 137 744 2,002Schisophrenic reactions 4,1404 189 1,041 1,491 2,083 2,251 34 80 589 1,539
Paychophysiologic disorders 760 34 230 314 182 851 e7 163 282 319
Psychoneurotic disorders 10,900 157 3,177 4,630 3,026 3,685 73 203 884 2,525Anxiety reaction 4,472 90 1,654 1.807 831 1,336 28 op 354 856Psychoneurotic depressive reaction 2,434 16 304 067 1,147 1,387 27 48 252 1,060
Personality disorders 27124 341 5,230 11,728 9,825 2,424 102 lop 592 1,532Personality mttern distorbance 5,204 54 778 2,165 2,207 551 16 40 120 366Personality trait disturbance 14,358 71 2,369 6,634 5,284 065 25 60 245 635Passive aggressive personality 11,269 45 1,710 5,355 4,150 397 3 10 115 260
Transient situational personality dis. 53,459 1,715 16,863 21,600 13,272 3,152 149 256 906 1,801
Mental deficiency 10,142 1,146 4,207 3,444 1,345 1,055 51 244 261 195
Without mental disorder 4,255 676 1,590 1,333 656 72 10 5 23 34
Undiagnosed 38,753 2,158 14,400 14,589 7,507 224 13 18 63 130

Total Xale 103,050 4,761 35,575 41,415 22,208 8,336 1,340 1,051 2,085 3,860
Acute end chronic brain syndrome 4,647 583 2,234 1,374 456 1,874 891 311 296 376Convulsive disorder 654 56 241 241 116 925 404 167 160 104
Psychotic disorders 3,696 194 1,027 1,110 1,356 1,466 29 91 380 966Schizophrenic reactions 3,098 137 816 049 1 ,196 1,122 16 60 296 750
Psychophysiologic disorders 437 21 145 186 85 356 41 79 138 S8
Psychoneurotic disorders 6,392 108 2,177 2,858 1,2V0 1,306 33 105 345 823Anxiety reaction 2,883 66 1,186 1,236 305 543 13 57 157 316Psychoneurotic depressive reaction 1,102 8 225 570 389 453 1 0 26 06 321
Personality disorders 19,354 242 4,034 8,574 6,504 1,151 48 112 308 683Personality pattern disturbance 3,489 40 568 1,504 1 ,377 211 24 57 122Personality trait disturbence 10,387 40 1,806 4,955 3,487 478 14 34 135 295Passive aggressive personality 8,410 31 1,390 4,082 2,808 214 7 67 139
Transient situational personality din. 35,443 1,144 12,420 14,500 7,289 1,428 el 197 430 720
Mantel deficiency 6,263 725 2,596 2,123 810 61 5 202 141 154 118
Without mental disorder .2,568 303 007 813 365 36 9 3 10 14
Undiagnosed 25,159 1,351 9,945 9,778 4,085 104 6 12 24 62

Total Female
54,103 2,605 14,642 19,934 16,832 0,470 1,155 73: 2,192 5,399

Acute end chronic brain syndromes 2,165 383 961 555 266 1,540 764 200 226 341Convulsive disorder 414 30 139 136 109 807 406 130 140 122
Psychotic ci,..:zders 2,071 69 289 654 1,050 1,472 26 46 364 1,036Schizophrenic reactions 1,706 52 225 542 887 1,1 20 18 29 293 789
Psychophysiologic disorders 323 13 85 128 97 495 46 84 144 221
Psychoneurotic disorders 4,508 40 1,000 1,772 1,777 2,370 40 08 530 1,702Anxiety reaction

Psychoneurotic depressive reaction
1,589
1,242

24 468
70

661

307
436
758

703

934

5

1 7
41
22

107

156
540
739

Personality disorders 7,770 oo 1,196 3,154 3,321 1,273 54 Pt 284 849Personality pattern disturbance 1,715 14 210 661 830 340 a 16 72 244Personality trait disturbance 3,071 22 473 1,670 1,797 487 11 26 110 340Passive aggressive personality 2,859 14 320 1,273 1,252 183 2 12 48 121
Transient situational personality die. 18,016 571 4,443 7,019 5,083 1,724 68 90 476 1,081
Mental deficiency 3,879 421 1 ,61i 1,321 526 440 140 103 107 81
Without mental disorder 1,687 283 503 520 201 36 2 13 20
Undiagnosed 13,594 807 4,464 4,811 3,512 120 30 6e

1/ Provisional date.

3/ Includes data from 1430 of Sell known clinics (excludes clinics of the Veterans Administration).

.3/ Includes data from 650 of 888 known hospitals.
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table 3 b

Children Served in Psychiatric Facilities, by Aga, Sex. Diagnosis, and Type of Facility, United States, 19661/

Psychiatric Diagnosis

aro) Sax

Ststs end Count Mental Hos Stale

First Admissions at Resident Patients I/

total
under 18
Veers

Under

5
rears years

10-14
years

15-17
years

Total
under 19
vears

Under
5

veers

5-9
years

10-14
years

15-17
years

Total Patients 10,182 114 1,038 3,216 5,814 10,309 109 1,325 3,937 4,939

Acute ami chronic brain syndromes 796 52 158 268 318 1,599 74 316 598 609
Convulsive disorder 311 6 35 108 162 544 16 56 173 299

Psyohotio disorders 2,293 17 296 653 1,317 3,349 17 419 1,195 1,718
Sohisophrenic reactions 2,064 11 268 600 1,176 3,033 a 356 1,080 1,598

Psychopkvsiologic disorders 21 1 9 11 6 2 4

Psychonsurotic disorders 580 30 188 360 326 28 144 154
Anxiety reaction 144 10 58 76 82 8 48 26
Psynhoneurotic depressive reaction 232 1 6 57 168 113 8 35 70

Personality disorders 1,727 6 66 415 1,240 *38 53 316 560
Personality pattern disturbance 305 11 77 217 203 * 56 139
Personality trait disturbance 764 4 43 230 487 518 34 226 258

Passive eggressive personality 457 2 20 158 268 325 20 131 174

?simplest situational personality dis. 3,128 10 341 1,136 1,641 2,240 2 284 1,020 934

Mental deficiency 855 17 02 304 442 1,227 11 148 421 647

Without mental disorder 170 4 5 38 132 80 5 22 53

tholiagnosed 604 6 49 205 344 544 70 219 251

Total Male 6,362 72 825 2,003 3,462 6,866 1,020 2,762 3,024

Aoute and chronic brain syndromes 545 36 128 174 207 1,080 39 211 422 408
Convulsive disorder 191 3 31 61 96 346 7 38 110 191

psychotic disorders 1,348 12 232 370 734 2,172 11 333 819 1,009
Schisapbrenic reactions 1,222 7 210 346 659 1,962 6 286 741 929

Psychophyaiologic disorders 6 3 3 1 1

Psychonsurotic disorders 248 24 93 131 180 23 93 64
Anxiety swiction
Payohoneurotic depressive reaction

73 6
6

31
25

36
41,

55
so

6
7

32
18

17
25

Personality disorders 1,185 5 55 273 852 682 44 231 407
Personality pattern disturbance 229 9 58 153 160 7 47 106
Personality trait disturbance 48! 3 35 144 306 357 28 160 169

Passive aggressive personality 314 2 24 106 182 227 17 91 119

Transient situational personality dia. 1,924 5 280 726 913 1,536 239 758 539

Mental deficiency 573 66 200 299 904 112 274 411

Without mental disorder 141 2 4 30 105 52 4 12 36

II:diagnosed 302 4 36 134 218 359 3 54 152 150

total Female 3,820 42 213 1,213 2,352 3,443 48 305 1,175 1,915

Aoute owl chronic brain syndromes 251 16 30 94 111 510 35 107 176 201
Convulsive disorder 120 3 4 47 66 108 9 18 63 108

Psychotic disorders 935 5 64 283 593 1,177 6 86 376 709
Schizophrenic reactions 842 4 58 263 517 1,071 70 339 659

Psyohophysiologic disorders 15 1 6 5 1 4

Payohonsurotic disorders 341 2 6 95 238 146 5 51 90
Anxiety reaction
Psychonenrotic deprossive reaction

71

153 1

4 27
32

40
120

27
63

2

1

16
17

9
45

Personality disorders 542 1 11 142 388 256 9 85 162

Personality psttern disturbaneo 85 2 19 64 43 2 9 32

Personality trait disturbance 276 1 8 86 181 161 6 66 89
Passive aggressive personality 143 5 52 86 98 3 40 55

Transient situational personality dis. 1,204 5 61 410 729 704 45 262 395

Mental deficiency 282 9 26 104 143 423 4 36 147 236

Without mental disorder 38 2 1 27 28 1 10 17

Undiagnosed 212 2 13 126 185 1 16 67 101

1/ Provisional date.

Inoludee dots from 219 of 298 known hospitals.

1/ Isoludos dots from 211 of 298 known hospitals.

75-590 0 - 72 - 11

1 r,
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Table 30

Children %mod in Psychiatric, Inanities, 4, Ago, Sox, Diagnosis, and Type of Facility, United Stats, 19661/

Psychiatric Dieta01110
and Sim

Private hental Hospitals
First Admissions 3/ Resident Patients 1/

Total
under 18

Under
5

lean

-
5.9

years
1 0 -1 4

years

15-17

pairs

Total
under 18
guru

Usier
5

paws
5-9

years

10.14

yeers
15-17

year.

Total Patients

years

3,033 13 105 836 2,079 1,440 1$ 86 510
Louts ard obronic brain syndromes 160 3 21 57 79 252 30 119 ItConmulsive disordsr 45 4 12 24 33 6 1 $
Psychotic, disorders 730 15 163 551 319 14 92Sohisophrenio reactions 572 10 125 436 284 12 It
Plyolsopaysiologio disorders 14 5 9 5 2
Psychonsurotio disorders 504 12 125 367 143 11 4 43Anxiety motion 108 2 31 75 36 17Psyohonavrotio depressive reaotion 266 3 49 214 55 2 2 13
Personality disorders

Personality smitten disturbance
641
177

3 25
2

171

54
442
121

375
41

21

6
152

34 2!
Personality trait disturbance
Passive acgrotoloe porsonelity

266
142 17

65

36
ISO
87

222
165 11

98
76

IC

Transient si:naeionel personality dig. 796 3 13 249 551 217 9 62 1
Rental defiaiency 52 2 10 22 115 57 4 23 3
Without metal disorder 17 4 5 7 2
tediagnossd 119 5 39 75 70 3 3 1 7 4

Total Melo 1,582 11 78 467 1,029 877 9 61 350
Acute end chronic brain vscrcoet 109 2 17 38 52 177 24 80 7Convulsive disorder 22 3 9 50 17

3 9
Psychotic' disorders 357 9 78 270 184 6 60 11Schisophrenio reactions 209 5 69 225 167 5 55 10
Payohophysiologic disorder/ 1 -
Payobonsurotin disorders 226 7 67 152 90 9 3 )1Anxiety reaction 61 20 40 27 16Psychoneurutio depressive reaction to? 2 24 33 2 9 2
Personality disordsrs 382 2 22 108 250 256 120 11Personality pattern disturbance 99 36 63 67 4 27 3Personality trait disturbance

Passive aggressive personality
161

107
19
16

44
30

98
61

155

526
13

5t:t
75
64

Transient situational personality din. 401 11 135 254 109 5 36
dental deficiensy 44 2 6 19 17 37 2 14 z
Without mental disorder 7 3 1 a
Undiagnosed 55 3 20 32 23 2 7

Total Fowls 1,451 5 27 360 1,050 563 6 25 160
Acute and chronic brain syndromes 51 4 19

27 75 6 3°Convulsive disorder 19 1 3 14 16 3 6
Psychotic disorders 373 6 281 135 8 32Schizophrenic reactions 273 5 211 11?

29 1
Psychophysiologic disorders 13 4 5 2
Psychoneurctio disorders 27P 5 Se 21$ 53 2 2Anxiety reaction 47 11 35

Payohoneurotic depressivs resotion 159 25 133 22 2 4
Personality disorders 259 3 63 107 Ito 3 32 1.ersonolity pattern disturbance
Personslity trait disturbance

Passive aggressive personality

7?

35

2

21

tt

58
82
26

24
71

39

2

23
12

Transient situational personolity dia. 395 2 2 114 27?
24 1Mantel deficiency

4 3 20 2 9
Without esntel disorder

Undisgnosed

1 0

64 2 In
5

43

1

47 3 1 0

,1/ Provisional data.

3/ Includes date free 152 of /44 known hospitals.

1/ Includes date from 148 of Sze, known hospitals reporting es of December 31.
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Table 4

Person Interviewed, by Age of Patient, Total and Treated

Adolescent Patients Terminated from 754 Outpatient

Psythiatric Clinics, United States, 1962

Person seen (interviewed) Total

Age at admission

10-11
Mrs

1643
years

14-15

years

16-17
veers

Totgljngsber of patients 11412 11.759 11.546 12.990

reroegt of patients by
interning vitbs

Patients only 22.1 9.9 12.7 17.9 28.7

Patient, parient(s) only 50.6 60.7 57.4 52.3 45.6

raUent, parent(s), others 11.9 13.4 13.8 13.1 11.0

Patiect, others only
Parent(el, others only

5.7
.7

3.5
.8

4.7
.7

6.4
.7

7.2
.6

Parent(s) only 8.7 11.6 10.5 9.3 6.6
Others only .2 .1 .2 .3 .3

Amber of treated patients 16.756 3.42.1 2.971.

?meat of patients by
intervgaws with:

Patients only 21.1 4.8 7.9 14.1 28.6

Patient, prongs) only 59.3 73.5 70.3 65.0 52.9

Patient, parent(e), others 14.6 18.4 18.2 15.6 12.6

Patient, others only 4.0 1.9 2.4 3.6 5.2

Parent(e), others only .2 .2 .3 .1 .1

Parent(s) only
Others only

.7

.1

1.1 .8
.1

.6

.2
.4
.2

16.19
Years

k.s.431

614
23.0
4.7
8.1

.2

1.8
.2

62.0
23.6
5.6
6.5

.3

Source: Adolescent Patients Served in Outpatient Psythiatric

Clinics (Table 3) by B.M. Rosen, A.K. Bahn, R. Shellow

and E.M. Bower. American Journal of Public Health 55:

1563-1577, October 1965.
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Table 5

Malabar and Location of Psychiatric Facilities in the United States, 196611

STATE

NuFbAkr of Known Psychiatric Facilities
Outpatient
Psychistr&s
Clinics Al

State and
County
Mental
Hospitals

Private

Mantal

, HosPitala

General
Hospital

DApatient
Psychiatric
Facilities

Psychiatric

Day/Niet

Unite.'

United States 2079 2911 174 888 173

Alabama 25 2 1 11 oAlaska 3 2 6 1Arizona 12 1 2 5 2Arkansas 7 2 - 5 oCalifornia 189 12 25 56 28Colorado 25 2 3 11 4Connecticut so 4 7 14 aDelaware 11 2 - 3 1

District of Columbia 21 1 6 4Florida 33 4 5 31 1Georgia 28 2 5 10 oHawaii 14 1 6 1Idaho 3 2 - 4 oIllinois 117 14 10 56 9Indiana 27 o 2 32 2Iowa 26 r 1 16 1

Kansrs 34 3 2 17 3Kentucky 24 4 3 10 3Louisiana 29 3 1 12 3Maine 17 3 1 5 0Maryland 78 7 7 , 9 7Massachusetts 125 13 11 31 14Michigan 82 10 10 33 6Minnesota 29 8 28 4

Mississippi 6 2 4 1Missouri 39 7 3 19 3Montana 5 1 . 6 oNebraska 10 4 1 11 2Nevada 5 1 - 5 oNew Rmspshire 30 1 4 0New Jersey 78 12 4 28 1New Mexico 4 1 1 3 1

New York 392 24 19 58 13North Carolina 43 4 3 12 1North Dakota 2 1 7 0Ohio 77 21 4 43 12Oklahoma 11 4 . 1 16 3Oregon 29 3 1 12 2Pennsylvania 137 20 16 58 14Rhode Island 16 1 2 7 3South Caroline 13 2 1 7 o

South Dakota 6 1 - 9 0Tennessee 17 6 2 8 4Texas 35 S 6 611 0Utah 17 1 - 8 1Vermont 1 1 1 5 0Virginia 30 4 5 15 4Washington 12 3 2 14 3West Virginia 11 5 1 4 0Wisconsin 38 42 5 33 2

Wyoming 6 1 7 1

1, Provisional date.

2/ Excludat clinics of the Veterans Administration.

2/ As of 1965.
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TABLE 6

Rank Order Of States According To Number Of Scheduled Professional
Man-Hours Per Week Per 100,000 Population, Outpatient Psychiatric Clinics, 1965

Rank State Total

,

Clinics

Number
of Clinics
Reporting

Number of
Men-Hours Per

100.000 Poelation

Total United States 2214/

1 District of Columbia 22 16 758
2 Massachusetts 122 121 626
3. New York 380 373 451
4 Colorado 25 25 346
5 Kansas 34 32 323

6 Connecticut 49 49 314
7 Delaware 14 12 299
8 New Hampshire 27 27 297
9 Illinois 108 108 294
10 Rhode Island 16 16 288

11 Pennsylvania 141 141 274
12 Maryland 71 70 262
13 Hawaii 11 11 251
14 California 142 129 245
15 Michigan 60 57 225

16 Minnesota 27 26 224
17 Louisiana 29 28 218
18 New Jerse3 80 78 204
IA' Iowa 29 25 182
20 Ohio 78 72 . 168

21 Missouri 41 37 164
22 Wisconsin 34 34 161
23 Florida 37 36 153
24 Oregon 22 21 145
25 Virginia 30 29 138

26 Indians 27 27 137
27 Wyoming 6 5 132
28 Vermont 7 7 126
29 Utah 18 13 125
30 Kentucky 30 27 124

31 Arizona 8 7 118
32 Oklahose 24 24 116

33 New Mexico 5 5 115

34 Alaska 3 3 113

35 Nebraska 11 9 106

36 North Carolina 38 28 104
37 Washington 13 12 98

38 Tennessee 15 15 91

39 Georgia 23 23 89

40 South Dakota 6 6 85

41 Texas 41 40 78
42 Montana 5 5 77

43 Alabama 25 25 76

44 Maine 10 10 72

45 Arkansas 8 8 70

46 South Carolina 11 11 60

47 Nevada 5 5 58

48 North Dakota 3 2 45

49 West Virginia 13 0 41

50 Idaho 3 i 25

51 Missia.ippi 7 7 23

2/ Data based on reports from 1919 clinics includini 65 clinics of the
Veterans Administration. Puerto Rico and Virgin Islands.

Source: Outpatient Psychiatric Clinics, Data on Staff and Man-Hours, 1965.
U.S. Department of Health, Education, and Welfare, PHS, NIMH.
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Table 7

Distribution of Rural Clinics for Children and Rural Qlinic Population .

by Geographic Region and State, 1965 2/

Geographic Region
and State

Number of
Rural Clinics

Serving Children

Rural Clinic Populatiok,
under 18 Years of Age 4/

Number
Percent of Total Clinic
Egsulation under 18 Years

Total United States1/ 31.4 25.004 ALA

Northeast
§A"IgiConnecticut 2 1.9

Maine 1 90 12.6

Massachusetts 3 279 2.4

New Hampshire 3 522 30.0

New Jersey 3 654 4.3

New York 57 6,380 6.9

Pennsylvania 14 678 4.1

2 other States 6 --- ---

North Central h2
9

2=
-928

12

F.3aIowa
Kansas 5 287 9.1

Michigan
Minnesota

5
10

1,324
2,337

9.0

41.2

Missouri 6 254 6.2

Ohio 6 899

Wisconsin 0 1,202 20.6

5 other States 11 --- ---

&HQ
Alabama

Al
3

J4221
178

11...11

5.5

Florida 2 321 3.2

Georgia 1 5 0.2

Kentucky 7 430 14.1

Louisiana 5 703 10.9

Maryland 11 970 17.7

Mississippi
Nnrth Carolina

2
18

287
2,417

30.9
39.6

South Carolina 4 987 48.0

Tennessee 2 307 8.5

Virginia 2 117 1.8

West Virginia 4 183 16.1

5 other States 2 --- ---

Ektk
California

22
7

2.163
1,032 5.5

Colorado 3 280 6.4

Hawaii 1 110 10.6

Nevada 1 174 34.3

Oreion 4 527 13.2

Wyoming
7 other States

1

5
40---

2.1---

1/ Includes clinics located in counties which were 50% or more rural in the 1960

Census of Population.
a/ Excludes rural children who are seen in urban clinics.
1/ Estimuted figures for clinics in some states.

Source: Rural Outuatispt Mental Health Servic9p for Children. 1965 (Table 2)

by S.M. Rosen, N1MH, 1968.
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FIGURE 3

CLINIC TERMINATION RATES BY SINGLE YEARS OF AGE AND SEX, ,

PATIENTS UNDER 18 YEARS OF AGE, 1961
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Source: 12gmgraphic and Diagnostic Characteristics of Psychiatric Clinic
Outpatients in the United States, 1961 (Figure 3) by S.M. Rosen,A.K. Balm and M. Kramer. American Journal of Orthopsychiatry
34: 455-46E4 April 1964.
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FIGURE 40

PERCENT DISTRIBUTION OF CHILDREN UNDER 10 AND 10-17 YEARS OF AGE, BY DIAGNOSIS,

AND FOR TYPE OF PSYCHIATRIC FACILITY IN WHICH SERVED, UNITED STATES, 196621
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FIGURE 4h

PERCENT DISTRIBUTION OF BOYS UNDER 10 AND 10-17 YEARS OF AGE, BY DIAGNOSIS
AND FOR TYPE OF PSYCHIATRIC FACILITY IN WHICH SERVED, UNITED STATES, 19661/
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PERCENT DISTRIBUTION OF GIRLS

AND FOR TYPE OF PSYCHIATRIC

OUTPATIENT PSYCHIATRIC
CLINICS: TERMINATIONS
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FIGURE 4c

UNDER 10 AND 10-17 YEARS OF AGE, BY DIAGNOSIS,
FACILITY IN WHICH SERVED, UNITED STATES, 19661/
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FIGURE 5

CLINIC TERMINATION RATES BY SINGLE YEARS OF AGE, SEX AND COLOR,

PATIENTS UNDER 18 YEARS OF AGE, 196IY
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AGE AT ADMISSION

jj Data for 525 of 616 clinics in 24 states.

Source: Demographic and Diagnostic Characteristics of Psychiatric Clinic
Outpatients in the United States, 1961 (Figure 5) by 8.M. Rolls.),
A.K. Bohn and M. Kromer. American Journal of Orthopsychiatry
34: 455- 468, April 1964.
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FIGURE 6

CLINIC TERMINATION RATES BY COLOR, AGE AND SEX, FOR EACH

MAJOR PSYCHIATRIC DISORDER, 1961 I/
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Source: Demographic and Diagnostic Characteristics of Psychiatric Clinic
Outpatients in the United States, 1961 (Figure 8) by B.M. Rosen,
A.K. Bohn and M. Kramer. American Journal of Orthopsychiatry

34: 455-468, April 1964.
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FIGURE 7

PERCENT DISTRIBUTION BY REFERRAL SOURCE, AGE AND SEX,
ADOLESCENT PATIENTS TERMINATED FROM 780 OUTPATIENT

PSYCHIATRIC CLINICS, UNITED STATES, 1962

Self, Family, Friend Referrals

-----

Social Service Agency Referrals

30 -

20 -

1 0

01-0

Court Referrals

13 16

AGE AT ADMISSION
19

20

10

0

30

20

10

0

30

20

10

School Referrals

Physician Referrals

IWO AM N. IMO 4E11%

10

nOther" Referrals

13 16

AGE AT ADMISSION

Mole
-- Female

Source: Adolescent Patients Served in Outpstient Psychiatrk Clinics by
B.M. Rosen, A.K. Bohn, R. Sheliow and E.M. Bower. American
Journal of Public Health 55: 1561-1577, October 1965.
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FIGURE 8

PERCENT OF PATIENTS WHO WERE TREATED,
BY DIAGNOSTIC CATEGORY AND SEX, ADOLESCENT PATIENTS TERMINATE'

FROM 788 OUTPATIENT PSYCHIATRIC CLINICS,
U.S., 1962
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Source: Adolescent patients Served in Outpatient Psrhiatric Clinics (Figure
4b) by B. M. Rosen, A. K. Bahn, R. Shellow, and E. M. Bower.
American Journal of Public Heal 55: 1563-1577, October 1065.
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FIGURE 9

PERCENT TREATED BY REFERRAL SOURCE FOR PATIENTS UNDER18 YEARS OF AGE TERMINATED FROM 801 OUTPATIENT PSYCHIATRICCLINICS, UNITED STATES, 1963
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Social Service Agency,
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All Other

0 5 15 25 35 45
PERCENT

I/ Groups omitted if less than 25 patients were reported.
Source: A Nationwide

SurveLoLgutpatient and Other Psychiatric Services toTwo Diagnostic Groups Mentally Deficient Children and PsychoticAdults, 1963 (Figure 2) by B.M. Rosen, A. K. Bohn, B.S. Brownand P. H. Person. N1MH, 1966.
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Fun= 10

MEDIAN NUMBER OF PERSONINTERVIEWS RECEIVED BY TREATED PATIENTS,
BY AGE AND SEX AND BY DISPOSITION AND SEX, ADOLESCENT PATIENTS

TERMINATED FROM 788 OUTPATIENT PSYCHIATRIC CLINICS,
U. S., 1962

AGE AT ADMISSION
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Other, including psychological
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1
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20

Source: Alolescent Patients Served in Outpatient Psychiatric Clinics (Figure
5) by B. M. Rosen, A. K. Bahn, R. Shellow and E. 24. Bower.
American Journal of Public Health 55: 1563-1577, October 1965.
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FIGURE 12

RESIDENT PATIENTS, PER 100,000 POPULATION, END OF YEAR,
IN STATE AND COUNTY MENTAL HOSPITALS, BY AGE AND SEX,

UNITED STATES, 1955-1965
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Source: Patients in Mental Institutions, Part II, 1955-1965. U.S. Department
of Health, Education, and Welfare, PHS, NIMH.
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FIGURE 13

PERCENTAGE DISTRIBUTION OF PRIVATE PATIENTS SEEN DURING A
SAMPLE MONTH AND ESTIMATED FOR THE YEAR BY AGE,

COMPARED WITH UNITED STATES WHITE POPULATION
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Survey conducted from November 1963 through February 1964.
Source: Survey of Private Psychiatric Practice (Figure 2) by A.K. Bohn,

M. Conwell and P. Hurley. Archives of General Psychiatry 12:
295-302, March 1965.
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SPECIAL STUDIES HIGHLIGHTING UTILIZATION PATTERNS

UTILIZATION OF SERVICES IN SMALL
AREAS

This section will highlight fmdings from
special studies based on data for small areas or
individual States. Although utilization patterns
of mental health facilities will differ from
community to community and State to State
depending largely on availability of psychiatric
and other mental health services, findings of
several studies conducted by or in collaboration
with the Biometry Branch may provide some
insight into the reasons for differences.

LouisianaMaryland Socioeconomic Study

In a study of the socioeconomic and family
characteristics of patients rust admitted to
psychiatric services in Louisiana and Maryland in
1960, rates for children were considerably
higher in Maryland than Louisiana as a result of
the greater availability and use of psychiatric
outpatient clinics in Maryland (26) (figure 14).
Little difference was noted between the two
States in rates for children admitted to public
mental hospitals, but in Louisiana unlike Mary-
land there was a greater use of psychiatric
facilities in general hospitals primarily because of
the large psychiatric unit at Charity Hospital in
New Orleans.

Maryland Psychiatric Case Register

The Maryland Psychiatric Case Register pro-
vides unique information on the utilization of
psychiatric facilities through the linkage, into a
single record, of all episodes of service received
by an individual over a specified interval of time.
Several other registers currently in existence in
the United States are Monroe County, N.Y.,
Hawaii, and a three-county area in North Caro-
lina (25). Results of a Monroe County register
study will be discussed in the section following.

Multiple Use of Facilities (Amount of Duplication)

Information on the multiple use of facilities
in Maryland is available by examining the
amount of duplication within each type of
service, that is, the number of admission actions
compared to the number of patients served.
Table 9 illustrates that about I percent of the
1,600 young children (under 10 years), and
about 2 percent of the 3,100 adolescents 10-17
years, used more than one facility during the
year ending June 30, 1964 (27). Most of this
multiple usage occurred in clinic services.

Length of Stay

Comparisons of length of stay of discharged
patients also reveal differences in how facilities
are used. As shown in the table below, for
example, the median number of months under
care in county clinics, which are primarily rural,
is generally short compared to that of city clinics.
This reflects to some extent the inaccessibility
of these rural clinics as well as the use made of
such clinics for nontreatment services, such as
psychological testing services, which are avail-
able in the larger cities .through the school
system.

Number of Patients and Median Months under Care, 1964

Type of facility

Patients
under 5 years of age

Patients
5-l4yearsofage

Number
Months

under care Number
Months

under care

Inpatient facilities:

Public mental hospitals 3 64 5
Private mental hospitals 3 * 25 31
General hospitals 0 ' 10 12

Outpatient clinics:

Baltimore City clinics 20 s 374 10
County clinics 25 5 705 6
Statc hospital clinics s * 20 2
D.C. clinics 10 10 305 24

Too few patients for reliable data.
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Recurrent Episodes of Psychiatric Service to
Adolescents in Maryland

The utilization of facilities by 5,000 adoles-
cents, during a 3-year period, was examined in a
recent study based on the Maryland Psychiatric
Case Register (28). Seventy-seven percent of
these adolescents were seen in outpatient facili-
ties only, 13 percent were inpatients only, and 9
percent received both types of care (table 10).
Fifteen percent of the adolescents had multiple
admissions. These included a relatively high
proportion of patients who were hospitalized,
children with psychosis or brain syndromes, and
referrals from social or welfare agencies.

An unexpected finding concerned the dispo-
sition of the patient's case following his first
admission. Approximately the same proportion
of cases was discharged with a disposition of
"further care not indicated" whether this was
the first of several admissions or the only
admission in this period (30 percent). Such a
finding would suggest the need for a study of
the treatment and discharge policies of psychi-
atric facilities involved.

Monroe County, New York, Psychiatric
Case Register

Data from the Monroe County Psychiatric
Case Register are of particular interest because
they are collected not only from psychiatric
facilities but from private psychiatrists (25).
Seven percent of the 570 children under 15
years of age admitted to psychiatric care were
seen in private psychiatric practice. Over 90
percent were seen in outpatient clinics. One-
tenth of the 'children seen in private practice
were seen in other psychiatric facilities also.

RELATIONSHIP OF HOUSEHOLD FACTORS
TO PATTERNS OF CARE FOR MENTAL
ILLNESS

LouisianaMaryland Socioeconomic Study

Research on the etiology and the ecology of
mental illness has stressed the importance of

family characteristics and living arrangements on
the risk of needing psychiatric care.

The socioeconomic study previously men-
tioned attempted to identify segments of the
population having a high risk of psychiatric
admissions (29). Records on admissions to all
psychiatric facilities in Louisiana and Maryland.
during the year following the 1960 census, were
matched against census schedules so that data on
family characteristics, income, occupation, etc.,
were available. Several findings specific for
children were consistent in both States:

(1 ) Rates for children in husband-wife fam-
ilies decreased with increasing family size
(figures 15, 16).

(2) Rates for children in "other male"
families were unusually high in families
of size 2 (no mother) and in those of six
or more members.

(3) Rates for children of female-head fam-
ilies were unusually high in families of
size 2 (no father) in Louisiana. In Mary-
land, rates for children of female-head
families were twice as high as rates for
husband-wife families, regardless of size
of family (families of size 2 excluded ).

(4) Although most children were first ad-
mitted to outpatient services, a relatively
larger proportion in lower income fam-
ilies tended to go to State mental hos-
pitals (figure 17).

Baltimore Ecology Study

A study stemming from the Maryland
register on the ecology of diagnosed mental
illness in Baltimore indicated a positive associa-
tion between high psychiatric admissions and
such factors as adult crime. juvenile delin-
quency. unemployment, poor housing. low
educational and occupational attainment, and
children not living with both parents (30).
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Table 9

Duplicated and Unduplicated Counts of Children Who Are Maryland Residents
Admitted to Psychiatric Facilities, July 1, 1963 - June 30, 1964

.

Type of facility

Duplicated -
Number of

admission actions

Unduplicated (within each
type of facility) -

Number of patients served
within each type of facilit

Under 10
years 10-17 years

Under 10
years 10-17 years

All facilities 1461 3.165 1,630 3.101

All inpatient facilities lag 141 128 621

Public mental hospitals 113 458 113 450

Private mental hospitals 10 80 10 76

General hospitals 5 103 5 95

Outpatient clinics 1.533 2.524 1.511, 2.480

Baltimore City clinics 408 637 400 628

County clinics 864 1,611 852 1,582

State hospital clinics 197 203 195 198

D. C. clinics 64 73 64 72

Source: Naryland Psychiatric Case Register Statistical Series, Annual Tables for
Year Ended June 30, 1964, Series A-II, B -II. U.S. Department of Health,
Education, and Welfare, PHS, NIMH and Maryland State Department of
Mental Hygiene.
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FIGURE 14

FIRST ADMISSION RATES TO PSYCHIATRIC FACILITIES BY TYPE OF FACILITY
LOUISIANA AND MARYLAND, 1960-1961
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Source: Socioeconomic and Family Characteristics of Patients Admitted to
paychiatric Sery4ces (Figure 2) by E. S. Pollack, R. W. Redick,
V. B. Norman, C. R. Wurster and K. Gorwitz. Amer. J. of Public
Health 54: 506-518, March 1964.
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FIGURE 15

AGEADJUSTED FIRST ADMISSION RATES BY FAMILY RELATIONSHIR
FAMILY SIZE, AND TYPE OF FAMILY

LOU 1SIANA, 1860-6I
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Source: Monitoring a Comprehensive Mental Health Program: Methodology and
Data Requirements (Figure 2) by E. S. Pollack. NINH, June 1966.
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FIGURE 16

AGE-ADJUSTED FIRST ADMISSION RATES BY FAMILY RELATIONSHIP

FAMILY SIZE, AND TYPE OF FAMILY

MARYLAND, 1960-61
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FIGURE 17

FIRST ADMISSIONS TO PSYCHIATRIC FACILITIES BY FAMILY RELATIONSHIP

AND INCOME OF FAMILY HEAD

PERCENT DISTRIBUTION BY TYPE OF FACILITY, MARYLAND, 1960-SI
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TABLE 11

Characteristics of Adolescents, 12 to 17 Years of Age, Receiving Services in
a Maryland Psychiatric Facility and/or Social Work Services in the Baltimore

School System (Division of Special Services)

Family Data: Belected Disruptive Familial Factors

Category
Division of Special Services Cases
Also Psychiatric
Cases on Maryland
Register

Non Psychiatric
Cases -
Control Group

Number of Cases

Percent Distribution:

Number of disruptive factors:

140

100

177

100

None 25 27
One 20 29
Two 17 23
Three 19
Four or more 19 13

Selected disruptive factors: #
Poverty 17 22
Physical illness Mother 7 9

Father 3 4
Mental illness Mother 11 3

Father 7 2
Alcoholism Mother 4 2

Father 6
Crime MOther .6

Father 9 3
Sibling 9 4

Neglect Mother 9 6
Father 9 6

Conflict General 8
Regarding child 4 5

Physical abuse 6
Rejection 12 10
Parent inadequate, etc. 8 1

# Does not add to 100 percent, since more than one disruptive factor may be present.

Source: Characteristics of Adolescent Cases Receiving Psychiatric Services
and or School Facility Services by M.S. Oleinick and A.K. Hahn, NIMH, July 1966.
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T ABLE 12

Characteristics of Adolescents, 12 to 27 Tsars of Age, Receiving Services in a

Maryland Psychiatric Facility and/or Social Work Services in the Baltimore School

System (Division of Special Services)

Family Data: Living Arrangements

Category

Division of Spezia gsrvices Cases
Nom Psychiatric
Cases -
Control Croup

Also Psychiatric
Cases on Maryland
Register

Total Number of Cases 140 177

Percent Distribution.

Parental marital status: 100 100

Merried 47 52

Separated 16 10

Divorced 4 3

Widowed 9 10

Never married 3 3

Mother and stepfather 19 21

Other 2 1

Maternal employment: 100 100

Housewife 54 64

Part-time employed 15 6

Full-time employed 31 30

Living with father: 100 100

Natural 44 50

Stepfather 17 21

None 29 22

Other 10 7

Living with mother: 100 100

Natural 86 92

Other 14 8

Number of changes in living
arrangements:

100 100

None or one 32 48

TWo or more 68 52

If change in living arrangement,
major portion of time with: 100 100

No change 22 34

Mother and father 36 26

Mother only 16 16

Mother and stepfather 12 17

Other 14 7

Source: Characteristics of Adolescent Cases Receiving Psychiatric Services

and/or S;hgol Facility Sfrvices by M.S. Olainick and A.K. Bahn, NIMH,

75-590 0 - 72 - 13

July 1966.
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IMPLICATIONS AND DISCUSSION

This report has presented data on patterns of
care of children under 18 years of age in
psychiatric facilities as derived from the annual
reporting program and special studies conducted
by the Biometry Branch of the National Insti-
tute of Mental Health. The special studies cited
for a State or community provide supple-
mentary information which might help to ex-
plain these utilization patterns. No attempt is
made here to provide an exhaustive com-
pendium of research in the areas covered but
only to consolidate the findings of the Biometry
Branch. These special studies should be inter-
preted with this limitation in mind.

This section will deal with the implications
of these findings for planning and aeministration
of mental health programs and for conducting
research on the prevalence, etiology, and
ecology of mental illness.

SEX DIFFERENCES

Of the almost half-million children under
care during 1966, about 300,000, or about 65
percent, were boys. A sex ratio of approxi-
mately two boys to one girl was prevalent in
clinics and public mental hospitals, the facilities
providing service to 90 percent of the children.
Further, boys remained in hospitals longer.
These findings raise a number of questions on
factors associated with these differential pat-
terns of care which suggest areas for further
research. Is there a true difference in incidence
of emotional disorder by sex, or do the "acting
out" behavior patterns of boys cause their
parents and community agencies to seek help
more frequently? Do as many girls suffer from
emotional disorders but receive help from non-
psychiatric agencies? What other factors con-
tribute to this pattern? Why are so many more
boys than girls treated in public mental hospitals
and outpatient psychiatric clinics than in private
mental hospitals and general hospitals? Is the
predominance of certain disorders for each sex
in each facility (psychoneurosis among girls and

personality disorders among boys) due to true
incidence, a reflection of diagnostic bias, or
other factors? Why does the sex ratio change
after childhood and adolescence in outpatient
clinics where rates are higher for young women
20-34 years than for young men? What implica-
tions do the sex differences in utilization pat-
terns, both among children and adults, have to-
ward the development of adequate case-finding
and treatment services (table 13)?

DIFFERENCES IN UTILIZATION
PATTERNS AMONG PSYCHIATRIC
FACILITIES

Comparisons of the similarities and dif-
ferences in utilization patterns by age, sex, and
diagnosis among different types of psychiatric
facilities can provide insight into their varying
roles in the care of mentally ill children and
adolescents.

Major fmdings are:

(1) In each type of facility, there were
relatively more boys than girls with
personality disorders (except younger
boys in general hospitals) and more girls
than boys with psychoneurotic dis-
orders.

(2) Transient situational personality dis-
orders were predominant in clinics for all
children and in inpatient facilities for
adolescents.

(3 ) Schizophrenic reactions, particularly
among adolescents, and brain syn-
dromes, were considerably more im-
portant in inpatient facilities than in
outpatient clinics.

(4) There was a somewhat higher prjaportion
of younger patients with personality
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disorders in private mental hospitals in
contrast to the lower percent with situa-
tional disorders in these facilities. In all
other types of facilities the distribution
is reversed. The difference may be more
one of diagnostic practice than pathol-
ogy.

Another finding of significance is the ex-
tremely high proportion of brain syndrome cases
in the under 10-year age group in general
hospitals. This reflects the ready accessibility of
the hospital, particularly for*emergencies, the
ability of the general hospitals to serve such
cases, and the probability that the general
practitioner and pediatrician are treating these
patients.

The high proportion of undiagnosed patients
seen in clinics compared to the relatively few in
hospitals is also of interest (tables 3a, 3b, 3c).
This reflects various factors: the kind of chil-
dren who come to clinics, the reluctance of the
clinic psychiatrist to "label" a patient, the
inadequacy of the diagnostic classification for
many children's disorders, the brief service
provided to many patients, the use of clinics as
an evaluation and testing service, and, also, the
admittance practices in hospitals. Unlike clinics
where patients are not necessarily assigned a
diagnosis until termination (and sonzethnes not
even then), a diagnosis is usually 'Wilfred at
admission to a hospital, particularly to a general
hospital where insurance benefits demand this.

Further investigation is needed to determine
to what extent the selection of the psychiatric
facility reflects true need, or merely availability.
For example, the admission and treatment poli-
cies of a facility may exclude certain patients
who will in turn seek the "next best" care or
none at all. Availoble data show that services for
children are limited or not provided in many
facilities. Of the more than 2,000 clinics open in
1965, approximately 80 percent served children
while the remainder were open only to adults.
According to a recent survey of the State mental
hospitals, 39 provided separate units for chil-
dren, and an additional 76 provided children's
services but did not have any special programs
for this age group. Of the approximately 150
private residential treatment centers for children
in operation in 1965 (33), most could serve only
a small caseload (an average of 55 children in
each) and many were extremely costly (34, 35).

Coordination of various types of psychiatric
services on a community level is of considerable
importance today in providing for effective
utilization of available resources. The movement
toward the establishment of community mental
health centers and other community-based serv-
ices emphasizes this need. In addition, followup
studies to determine what happens to children
who receive psychiatric services are urgently
needed to provide some basis for evaluation of
psychiatric programs.

LIVING ARRANGEMENTS AND
HOUSEHOLD COMPOSITION,
CENSUS DATA

The National Institute of Mental Health
studies on household composition suggest a
correlation between chance of admission to a
psychiatric facility and living arrangements. Be-
cause of the influence of a depersonalized or
disruptive environment on the demands for
mental health services, it is important to con-
sider some data for two groups of children living
under inadequate family. situations, those living
in institutions and those living in broken homes.

Institutional Population

According to the 1960 U.S. Census, 238,000
children under 18 years lived in institutions (36)
(figure 18). Data on color emphasizes marked
differences in the kinds of institutions occupied
by white and nonwhite children. For example,
60 percent of the institutionalized white chil-
dren lived either in facilities for the mentally
handicapped or in homes for dependent chil-
dren, while only 36 percent of the nonwhite
children lived in these types of institutions. On
the other hand, 18 percent of the white children
who were institutionalized lived in training
schools for juvenile delinquents or other correc-
tional facilities in contrast to 40 percent of the
nonwhite children. These findings suggest that
there may be vast inequities in the way in which
behavior problems of children from different
social and racial backgrounds are handled.

Children Living in One Parent or
No Parent Homes

In 1960, 92 percent of the white children
under 14 years, but only 68 percent of the
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nonwhite children in this age group, lived with
both parents (37) (table 14). Of the more than
6,000,000 children under 14 years living apart
from at least one parent, more than 1,600,000
lived with neither parent, and about 4,500,000
lived with one parent. Of those not living with
both parents, a slightly higher proportion of
white children than nonwhite lived with their
father only, while relatively more nonwhites
than whites lived with neither parent.

The occurrence of broken homes appears to
be increasing. Data available for 1960 and 1966
on family arrangemer ts for children under 18
years indicate that, in 1960, 25 percent of the
nonwhite children and 8 percent of the white
children under 18 did not live with both parents;
in 1966, the percents were 29 and 9. respec-
tively (38).

Mental Illness, Color, Poverty

The correlation between the risk of a psychi-
atric admission and environmental factors asso-
ciated with living in a poverty area, that is, high
proportion of disruptive families, juvenile delin-
quency, adult crime, poor housing, and inade-
quate education, has been shown. Mental health
administrators are faced with difficult problems
in developing programs to prevent and control
mental illness among persons living in "poverty"
areas. These problems are particularly intense
for the nonwhites. Data show that 62 percent of
all nonwhite families lived in poverty areas in
1966 (38). In terms of income, 35 percent of
the nonwhite families had incomes below the
poverty level (less than $3,000 per year) com-
pared to only I 0 percent of the whites.

Although no hospital data for children, by
color, are available nationwide, a 13-State Bio-
metry Branch collaborative study (MRA Cohort
Study) showing first admission rates to State
mental hospitals, by age, color, and sex during
1960, indicated that for nonwhite children,
schizophrenia admission rates were about three
times as high as the corresponding rates for
white children (39). Similarly, outpatient data
indicate that rates for nonwhite children were
higher than those of white children but only for
the more serious disorders. Clinic data also
indicate that nonwhite children are more likely
to receive clinic care when they are older. These
findings point up the critical need for effective
methods for prevention, eatly case-findings, and

meaningful treatment programs directed toward
poverty and culturally deprived groups.

SUICIDE

In considering the impact of various social
factors on the development of effective mental
health programs, consideration must be given to
the increasing suicide rate in the group 15-24
years of age during the last decade (figures 19a,
19b). Suicide prevention programs designed for
adolescents and college age persons must be
developed to counteract this rising trend.

IMPACT OF FEDERAL AND STATE
PROGRAMS ON PATTERNS OF
CARE AND LENGTH OF STAY
IN INPATIENT FACILITIES

Only limited data from various States are
available on the length of time under care and
type of service a child receives in a hos-
pital setting. Data on number of patients and
median n.vnths of care, previously presented in
this report, provide a comparative picture for
Maryland for 1 year. The probability of being
released within a specified time span is depen-
dent on many factors, such as admission policies
of the hospital, patient characteristics, and
suitable outpatient programs for "aftercare" as
well as the kinds of programs provided in the
hospital for children. For example, a new
Federal educational program provides for funds
to establish such programs for handicapped
children (40). Similarly, the NIMH's Hospital
Improvement Grant Program, focusing on im
proved services in State mental hospitals, a'so
provides for educational services for children
(41). Such programs established in a mental
hospital may have the effect of prolonging
hospital care.

Data on length of stay from the MRA Cohort
Study of patients admitted to State mental
hospitals from July 1, 1959, through June 30,
1960, indicate differences, by color and sex, in
length of time under care among children
hospitalized for schizophrenia (39) (appendix
table 14). Forty percent of the children under
15 years were still in the hospital 1 year after
admission, compared to 18 percent of those
15-24 years of age. In general, a larger propor-
tion of boys than girls, in both age groups, and
relatively more whites than nonwhites, particu-
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larly among the younger children, remained in
the hospital after 1 year.

On the other hand, a recent report for 14
Southern States providing data for all hospital-
ized children, by color and length of stay in
mental hospitals, indicated that the nonwhites
remained somewhat longer than the whites (42).
Data from this report and from California
showed that for a number of these States the
median length of hospitalization was greater for
younger children than for older ones (43).
According to Dr. Harold L. McPheeters of the
Southern Regional Education Board, the varia-
bility reflected by data from individual States
reflects not only differences in the availability of
programs specifically for children but, to some
extent, the differences in philosophy concerning
provisions of services for children (42). Some
believe that children should not be hospitalized,
while others feel that hospital treatment should
be long term. Some experts believe that children
should be hospitalized in separate hospitals,
while others consider it preferable to mix young
people in with adults because this provides a
more normal family-like structure.

In spite of these philosophical differences,
nationwide -trend data indicate that the mimber
of youths receiving care in State mental hos-
pitals is continuing to increase in spite of current
emphasis on reducing the mental hospital
patient population (44, 45). Not only are
admission rates increasing but resident patient
rates as well. These trends will continue unless
steps are taken to develop more effective preven-
tion and early treatment programs.

CURRENT AND PROJECTED MENTAL
HEALTH PROGRAM NEEDS

Estimated Needs: School Studies

Discussion in this report has focused pri-
marily on current utilization patterns of psychi-
atric facilities, not on incidence or prevalence of
mental illness among children.

Various surveys conducted thiough school
systems provide us with some estimates of how
many children may really need mental health
care. Several of these surveys inaicated that
approximately 2 to 3 percent of the school
children were in need of psychiatric care and an
additional 7 percent in need of some help felt
emotional problems (46, 47, 48). Other esti-
mates have ranged from 7 to 12 percent (49).

How easily and accurately can these children
be identified? A study by Bower, et al., on
school characteristics of male adolescents who
later became schizophrenic suggests that these
boys were significantly different from a ran-
domly selected control group of peers (50).
Preschizophrenic boys tended to have less in-
terest in gitis, group activities and athletics,
showed less leadership skills, and were more
submissive, anxious, dependent and careless than
the average boy.

Such findings have far reaching implications.
The school is in an extremely strategic position
to provide systeraatic case-finding services. lf, in
fact, it can identify children who later become
seriously disturbed, organized case-finding pro-
grams can be developed to detect incipient
mental illness. Such programs, however, must be
coupled with effective treatment services.

Current Needs

If we assume the conservative figure of 2
percent, as cited above. 1,400,000 children
needed psychiatric care in 1966 (51). Our
estimate indicates that less than 500,000, or
only a third, received such care.

Projected Needs

If current patterns and trends in the utiliza-
tion of psychiatric clinics and mental hospitals
continue, it is estimated that, by 1975, approxi-
mately 1,200,001 children will receive care in a
psychiatric facility, 900,000 in clinics, the re-
mainder in hospitals.

In terms of estimated needs, however, the
picture is quite different. By using a conservative
population projection (51), in 1975, there will
be 77,845,000 children under 18 years of age
(appendix table 15). Minimally (2 percent in
need), 1,500,000 children will require help in
1975. Assuming a 7 percent estimate of needs,
almost 5,500,000 children will need help. For a
12 percent estimate, more than 9,000,000 will
need help.

Manpower Projections

An estimate of expected manpower resources
can provide a realistic appraisal of potential
ability to provide needed services. Projections
are available on manpower in the mental health
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care professions for 1968-1972 based on training
programs. estimates made by various profes-
sional groups, attrition, etc. (52). If we assume
that current manpower and utilization patterns
continue (see appendix 16 for assumptions and
method), by 1972, almost 15 percent fewer
mental health core professionals will be available
than the expected demand for service. In short,
we will not able to provide the current level
of servic,1 in the near future. This expected
dearth of services may be even greater for
children than adults. Considering only clinics,
where most children are served, children receive
less service in terms of time than adults because
only a third receive treatment compared to more
than half of the adults (9).

Underlying these manpower projections is an
Assumption that current levels of service, that is,
the ratio of available manpower to patient
populatum. should be maintained. To evaluate

*ft

this assumption v.e can consider the goals stated
in 1961 by the Joint Commission on Mental
Illness and Health for clinic programs-Itwo
full-time professional clinic teams or 280 man-
hours per week per 100,000 population (53). In
1965, only 221 man-hours per 100,000 patients
were provided. For hospital patients, in 1965,
there was a ratio of one mental health profes-
sional to 30 patients. However, the ratios of one
physician for 30 patients in admission or inten-
sive care, and one registered nurse, one psychol-
ogist, and one social worker for each 40 patients
are considered minimal, according to another
report of the Joint Commission on Mental
Illness and Health (54). Using this as a guide,
instead of one mental health professional for
each 30 patients, we should have three to four.
These data clearly indicate that our present level
of service is considerably below recommended
goals.
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TABLE 13

Ratio of Malt to Female Rates Per 100,000 Population for Patients Under Cars, Tbtal
Admissions, & Resident Patients By Type of Psychiatric Facility, By Age, United States 1966

PATIENTS UNUSA CAAH

Axe

Total
All

Facilities

Public and Private Mental Hospitals

Private
General
Hospital

Outpatient
Clinics

State,
County &

VATotal
State &
County

Total 1.19 1.35 1.13 0.64 0.71 1.30 1.47

Under 15 2.05 2.13 2.20 1.56 1.05 2.11 2.22

15-24 1.18 1.66 1.77 1.00 0.73 1.19 1.86

25-34 0.98 1.62 1.49 0.55 0.61 0.83 1.92

35-44 1.18 1.71 1.17 0.57 0.68 1.06 1.97

45-54 1.19 1.39 1.12 0.62 0.76 1.28 1.51

55-64 1.14 1.25 1.16 0.69 0.86 1.14 1.32

65+ 1.12 1.18 0.95 0.60 0.88 1.14 1.23

TOTAL ADMISSIONS

Alke

Total
All

Facilities

Public and Private Mental Ho pitals

Outpatient
Clinics

State,

County &
VATotal

State &
County Private

General
Hospital

Total 1.10 1.39 1.29 0.63 0.71 1.26 1.67

Under 15 2.01 1.88 1.99 1.35 1.05 2.12 2.01

15-24 1.13 1.57 1.69 0.98 0.73 1.19 1.79

25-34 0.89 1.42 1.43 0.53 0.61 0.79 1.79

35-44 1.05 1.64 1.24 0.57 0.68 0.96 2.10

45-54 1.07 1.44 1.24 0.62 0.76 1.12 1.75

55-64 1.03 1.23 1.31 0.68 0.86 1.09 1.46

65+ 1.05 1.20 1.17 0.63 0.88 1.09 1.35

RESIDENT PATI NTS

Age

Total
All

Facilities

Public and Private Mental Hos.itels

Outpatient
Clinics

State,
County &

VATotal
State &
County_ Private

General
1 Hospital

Tbtal 1.32 1.33 1.03 0.69 0.72 1.34 1.35

Under 15 2.12 2.48 2.54 2.29 1.11 2.11 2.54

15-24 1.29 1.87 1.93 1.06 0.73 1.19 1.99

25-34 1.15 2.02 1.59 0.67 0.61 0.88 2.11

35-44 1.,.2 1.80 1.11 0.55 0.67 1.18 1.85

45-54 1.37 1.35 1.06 0.64 0.76 1.47 1.37

55-64 1.25 1.27 1.12 0.72 0.86 1.20 1.28

65f. 1.17 1.17 0.A8 O.A2 0.88 1.14 1.19

Source: Based on data to be published in Patients in Mental Institutions
1966 Parts II and III and Outpatient Psychiatric Clinics - Data
on Patients 1966 and data published in Annual Re rt - Administrator
of Veterans Affairs 1967.
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Table 14

Total Number and Percent Distribution of Persons under 14 Years of Age According to Family Status
end Presence of Parents, by Age and Color, United States, 1960

Family status and
presence of parents

Whl 0 Nonwhite

Total

Under
14 years

Under 6
veers

6..o

years

10-11
years

Totel
Undor
14 years

Urde. 6
yeers

6-9
years

10-13
years

Total number (in thousands) 45,004 20,747 12,660 12,278 7,351 3,532 2,035 1,784

Percent distribution 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

A) Living with both parents oi .0 93.3 ol.e 80.5 67.7 69.1 67.4 65.4

1) In primary families 1/ 433 01.8 89.5 67.6 69.0 67.4 65.4

a) Father is head 90.8 oi .5 01.0 80.0 65.4 65.6 65.9 64.5

b) Grandparent is head 1.0 1.6 0.7 0.4 1.8 2.7 1.2 0.7

c) Uncle or aunt is head 0.1 G.' 0.1 0.1 0.2 0.3 0.2 0.1

d) Other relative is heed 0.0 0.1 1.0 3.0 0.2 0.4 0.1 0.1

2) In secondary families 1/ 0.0 0.0 0.0 0.0 00 0.1 0.0 0.0

13) Living with father only 0.P 0.6 0.4 1.2 1.8 1.4 10 2.4

1) In primary families 1/ 0.8 O. O. 1.2 1.8 1.4 1.8 2.4

a) Father is head 0.7 0.5 0.7 1.0 1.3 0.0 1.4 2.0

b) Grandparent is head 0.1 0.1 0.2 0.2 0.4 0.4 0.4 0.3

c) Uncle or aunt is heed 0.0 0.0 0.0 0.0 0.1 0.1 0.0 0.1

d) Other relative is head 0.0 0.0 0.0 0.0 0.0 ('.0 0.0 0.0

2) In secondary families 1/ 0.0 O. 0.0 0.0 0.0 0.0 0.0 0.0

C) Liwihr with mother only 5.5 4.7 5.t ,..r iii.b 1F.5 20.3 20.8

1) In primary families 1/ 5.5 4.6 5.5 6.8 104 18.3 20.1 20.6

a) Mother is heed 4.4 3.1 4.7 6.1 154 13.2 16.7 17.9

b) Grandparent is head 1.0 1.3 0.7 0.6 3.1 4.0 2.7 2.0

c) Uncle or aunt is head 0.1 0.1 0.1 0.1 0.5 0.6 0.4 0.4

d) Other relative is head 0.0 O. 0.0 0.0 0.4 0.5 0.3 0.3

2) In secondary families 1/ 0.0 00 00 0.0 0.2 0.2 0.2 0.2

D) Living with neither parent 1.8 1.4 1.7 2.4 10.0 11.0 10.4 114

1) In primary families 1/ '.2 1.0 11 1.5 .1.3 °.5 8.8 04
e) Grendperent is head 0.7 0.f 0.7 0.8 6.2 6.7 6.0 5.7

b) Uncle or aunt is heed ,%0 O. ".0 O. 0.1 0.1 0.1 0.2

c) Other relative is head 0.5 0.4 0.4 0.6 2.0 2.7 2.7 3.5

2) In secondary families 1/ 0.0 r.0 0.0 r.0 f..0 0.0 0.0 0.0

3) Secondary individual in household i/ 0.3 0.2 0.2 0.3 0.0 0.P o.e 0.9

4) In group quarters 0.3 0.2 0.4 0.6 0.P 0.7 0.P 1.1

a) Inmate of institution 0.2 0.1 0.3 0.5 0.3 0.1 0.3 0.6

b) Secondary individual 2/ O. 0.1 O. 0.1 0.5 0.6 0.5 0.5

1/ A "primary family" comprises the head of e household and all (one or more) other persons in the houeenold related to the
head. All other families ere "secondary families"; these comprise groups of mutually related persona such es lodgers or

esident employees.

a/ These ere essentially childrer living with foster families.

2/ Children resident in group quarters who are not inmates of institutions.

Source: remns by Family Characteristics, U. S. Census of Population, Series PC(2) 411 (Tara 1). U.S. Department
of Commerce, Bureau of the Census.
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FIGURE 18

PERCENT DISTRIBUTION OF PERSONS UNDER 18 YEARS OF AGE WHO

ARE INMATES OF INSTITUTIONS, BY TYPE OF INSTITUTION AND COLOR,

UNITED STATES, 1960

TYPE OF INSTITUTION

Correctional Institutions

Mental Hospitals and Resi-
dential Treatment Centers

Tuberculosis Hosp., Chronic
Disease Hosp., and Homes
for Aged and Dependent

Homes and Schools for
Mental ly Hand icapped

Homes and Schools for
Physically Handicapped

Homes for Dependent
and Neglected Children

Homes for Unwed Mothers

Training Schools for

Juvenilt Delinquents

Detention Homes

Diagnostic and
Reception Centers

W./Z/7A

E=1 While

IM Nen-While
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PERCENT

Scvrce: !mates of Institutions, U.S. Census of Population, Series PC(2 )8A
(Tables 4- 11 ). U.S. Department of Commerce, Bureau of the Census.



90

80

70

z 60
I=

0_

50

cc 40
LU
CL

USI
4:t
cr 30

20

10

0
1900 1930 1940

YEAR

2/ Death rates for age group 85 years and over are not shown.

Source: National Center for Health Statistics, U.S. Department of
Health, Education, and Welfare, Public Health Service.

196

FIGURE 19a

DEATH RATES FOR SUICIDE, BY AGE, FOR MALES,
UNITED STATES, 1900 1965
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FIGURE 19 b

DEATH RATES FOR SUICIDE, BY AGE, FOR FEMALES,

UNITED STATES, 1900-1965 Ji

1910 1920 1930 1940
YEAR

-1-/ Death rates for age groups 75- 84 and 85 and over are not shown.

Source: National Center for Health Statistics, U.S. Department ot
Health, Education, and Welfare, Public Health Service.
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CONCLUDING REMARKS

This report presents an overview of psychi-
atric services to children in the Umted Rates
and highlights major findings and their implica-
tions for program planning. This study serves to
emphasize the need for more complete data,
particularly on the utilization of psychiatric
facilities by minority groups, epidemiological
data on incidence and prevalence of mental
disorders mons children, and information de-
scribing specific problems bringing children to
psychiatric facilities. More precise information is
needed on the ways chiliren are using psychi-
atric services, the specific kinds of services
provided and treatment methods used, and an
evaluation of the effectiveness of such services.

In terms of program developmnt, systematic
case-flnding techniques must be integrated into
community resources so that children with both
serious or incipient mental health problems can
be identified. Concomitantly, meaningful and
effective treatment techniques meeting the

needs of large numbers of patients from a wide
variety of socioeconomic and cultural back-
grounds must be developed. The expected
dearth in available psychiatric resources to serve
the needs of children further emphasizes the
requirements of careful definition and assess-
ment of needs to establish realistic priorities and
goals. It would seem inevitable that large num-
bers of nonprofessional personnel must Ue
trained to assume selected responsibilities in
treatment and rehabilitation programs for the
mentally ill child and his fmily as well as ir
community mental health programs directed
toward piotecting the emotional health of our
child population.

In short, current mental health services at all
levelsprevention, treatment, and rehabilita-
tionmust be evaluated, and new and imagina-
tive services must be devised to serve all those in
need.
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APPENDIX TABLES

Appeudix Table 1

Disposition by Ags, Total and Treated
Adolescent Patients
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Appendix Table 5

Resident Patient Rates per 100,000 PopulationV, by Age and Sex,
in State and County Hent:1 Hospitals, United States, 1950-1(165

Year

MOTH SIM

Total Under 15 15-24 25-34 35-44 45-54 55-64 65+

1950
1951
1952
1953

1954

1955
1956
1957
1958
1959

1960
1961
1962
1963
1964

1965

341.2
344.4
346.9

31.12.3
348.2

344.4

333.5
325.8
318.0
310.4

300.6

301
270.5
259.0

247.6

3.0
3.6

t7.8
4.6

4.7
5.2
6.3
6.7
7.6

7.9

21
9.0
8.6

10.2

.

84.6
100.9

97.4
94.9
94.9

86.1
82.3
85.8
85.3

92.0

91.9
94.7
92.8
93.6

94.5

95.5

.

234.2
257.8
251.1
253.3
252.2

246.0
230.1
225.1
218.2
227.1

216.4
216.3
211.8
206.2
201.3

197.2

453.7
4C1.4
452.2
450.6
443.9

427.2
402.9
380.3
361.6
353.4

333.5
322.2
309.3
299.6
289.4

276.2

624.7
626.0
634.6
642.4
639.9

622.8
602.0
581.1
566.4
549.7

538.1
512.4
490.0
465.1
439.4

406.2

763.9
730.6
738.6
740.2
731.5

753.7
752.2
741.4
731.1
717.8

711.3
700.7
683.3
664.8
636.1

605.5

1,057.J
1,016.4
1,058.4
1,080.2
1,105.9

1,125.1
1,109.6
1,105.8
1,099.2
1,045.4

964.8
926.1
885.8
847.3
805.3

772.9

LI ates are computed on the basis of July 1 civilian population, U.S. Bureau of Census,
Current Population Reports, Series P-25.

Sources ystiente in Kental Institutions. Vert IX, 1950-1965. U. S. Department A' Health, Education,
end Welfare, PHs, site.
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Appendix Table b

Hale Resident Patient Rates per 1');M PlydetIon1/, by Age ee4 Sex,

in State and County Mental Hospitals, Unitel States, "350-1n65

MALE

Tear 'fatal Under. 15 15.24 25.34 35.44 .4.54 55-64 65.

1950 338.1
41

102.8 249.5 476.8 620.0 701.9 1,033.0

1951 344.6 131.5 275.1 482.8 830.3 663.9 992.2

1952 346.3 4.4 127.2 269.7 470.3 644.3 665.9 1,031.3

1953 348.4 9.9 127.6 272.y 465.3 656.2 671.1 1,051.3

1954 345.3 5.6 124.2 271.4 453.6 659.0 665.9 1,069.1

1955 540.6 6.1 113.4 272.6 434.6 639.9 703.0 1,074.3

1956
1957

330.0
324.4

6.9
e.5

110.0
115.1

257.6
255.5

411.3
391.7

622.4
605.6

707.7
710.1

1,055.9
1,04e.e

1958 317.2 9.1 113.9 254.8 374.2 592.8 712.6 1,038.5

1959 310.6 10.4 120.7 264.4 367.8 577.6 711.3 953.9

1960 302.1 11.0 123.5 254.6 344.4 562.0 718.1 903.1

1961 293.6 11.8 127.7 258.3 335.0 535.4 714.6 861.6

1962 284.1 11.8 125.0 260.1 323.1 512.3 705.0 819.4

1963 274.0 12.7 196.0 252.9 314.0 483.8 692.4 780.8

1964 262.8 12.0 126.7 250.2 306.5 455.4 666.1 738.9

1265 231.0 14.6 126.6 244,0 290.3 417.2 636.1 713.9

1, Rates are computed on the basis of July 1 civilian population, U.S. Bureau of Census,
Current Population Reports, Series P-25.

Souroes Patients in Mantel Institutivit. Pert 13. 1950-196.. U. S. Department of Health. Education,

and Welfare, PHS,

Appendix Table 7

Female Resident Patient Rates per 100,000 Topu3aticur1/ -, by Age and Sex,

in Stat. and County Rental Hospitals, United States, 1950-1965

Pant

Year Ibt41 Wet* 15 15-24 25-54 35-44 45-54 55-64 65+

1950 344.2 2.5 67.6 220.0 431.4 629.4 825.8 1,079.0

1951 344.2 2.7 76.0 242.2 441.0 621.7 796.7 1,038.1

1952 347.4 2.9 74.1 234.4 435.0 625.1 807.1 1,082.3

1953
1954

350.1
351.0

3.7
3.5

69.2
71.1

235.5
234.7

436.7
434.7

629.0
621.1

807.2
794.5

1,105.8
1,1341.0

1955
1956

347.9
336.5 9

!.0

63.1
58.3

121.7
204.9

422.2

395.1

606.3

588.2

802.0
70.3

1,169.0
1,155.5

1957
1958

327.2
318.8 4.2

60.4
59.6

194.5
134.5

369.6
349.9

557.6
541.0

778.9
748.2

1,153.2
1,149.8

1959 310.3 4.7 65.9 192.7 340.0 523.2 723.8 1,096.3

1960 239.2 4.7 63.4 181.3 323.3 315.1 705.0 1,015.8

1961 289 0 4.7 64.7 177.7 310.3 490.3 937.6 978.7

1962 27/.4 4.8 63.7 167.9 296.6 468.7 663.0 939.5

1963 2(7.3 5.1 64.0 163.4 206.1 447.3 639.1 900.1

1964 215.5 5.1 64.9 156.6 173.5 424.2 688.8 857.4

1263 214.3 3.7 66.8 134.2 263.2 397.0 373.4 818.7

I/ Rates are computed on the Basis of July 1 civilian population, U.S. Bureau of Census

Current Population Reports, aeries P.P.

Sources pitienta in Mental Institutions. ?Art II, 1950-1965. U. S. Department of Health, giuostion,

and Welfare, PIS, SIM.
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Appenlix Table A

1

First AdNisston Rltes per 103,..00 Population/-, , by Age and Sex,

In State end County Mentot Hospika1s, 140ted States, 1950-1'165

BOTH SEXES

Year Tbtal Under 15 15-24 25-34 35-44 45-54 55-64 65t

1950 75.9 2.8 58.8 83.8 99.2 97.4 101.9 234.0

1951 74.8 ,.8 60.3 84.4 94.5 92.1 99.0 236.3

1952 77.1 3.0 61.7 90.1 98.2 95.7 99.7 241.4

1953 79.4 3.5 63.3 94.8 99.8 101.3 102.7 245.7

1954 76.3 3.5 62.2 95.8 103.6 101.1 93.5 217.7

1955 75.3 4.6 62.1 92.2 96.4 94.2 95.1 235.6

1956 75.9 .2 63.8 91.0 96.0 96.9 99.6 236.1

1957 76.1 5.2 66.9 94.2 96.8 96.9 97.0 229.9

1958 30.1 5.6 72.1 100.6 101.7 103.2 103.2 237.7

1959 78.9 6.2 74.8 104.5 103.9 101.2 98.1 221.0

1960 78.6 6.5 79.3 108.2 104.5 101.6 96.9 198.2

1961 80.8 6.8 85.2 116.8 110.6 103.0 97.3 194.4

1982 g/ 70.6 6.0 76.9 105.1 96.0 91.2 82.4 163.7

1963 70.8 5.9 79.5 107.0 99.3 90.4 82.3 155.9

1964 73.4 6.2 86.4 113.3 104.6 93.5 85.2 150.3

1965 75.1 7.5 88.6 118.5 106.6 96.6 86.1 146.5

1/ Rates are computed on the basis of July 1 civilian population, U. S. Bureau of Census, Current
Population Reports, Series P-25.

2/ To 1962 the category g.J.ssLZ..s_.j...uU1_0Ap.__._q.sonsWithfloriziatricntientEeriene replaced the classi-

fication First Admissions. The major difference is that under the old classification prior psychia-
tric treatment in a general hospital was not consicAred previous psychiatric admission, whereas
under the present classification such cases are included as having pior admission to an inpatient
psychiatric facility.

Source: Patients kr Mental Institutions. Part II, 1950-1965. U. S. Department of Health, Education,

and Welfare, PHS, NIMH.
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Appendix Table 9

Mole First Admission Rates per 100,000 Population:11, by Age and Sex,
ta State and County Mental Hospitals, United States, 1950 -1^65

Year

iv.12

Total Under 15 15-24 25-38 35-144 45-54 55-64
1950

1951
1952
1953
1954

1955
1956
1957
1958
1959

1960
1961
1962 */
1963
1964

1965

at".2
86.9
93.7
87.7

86.1
86.7
87.6

93.0
90.5

90.8

93.4
81.4
82.9
86.3

88.5

3.4

3.2

4.3

4.5

5.3
6.
7.
8.3

8.9
9.0
7.9
7.9
8.1

9.7

71.7
76.8

81:1
79.9

19.9
83.2
86.8
94.9
9.5
101.2
1045.4

94.4
96.0

106.6

109.3

90.
90.8
99.0
108.9
107.7

105.2
103.7
109.4
116.8
118.7

121.7
.^1.8
311.
.1 14.
I
-If.

112.2
106.5
111.5
116.3
121.5

112.2
112.0
1.111.8
121.9
122.9

322.7
128.9

.3
8

111.2
106.2
110.2
117.2
120.0

111.9
114.9
116.1
126.4
121.5

123.4
125.3
111.0
111.8
114.2

27.3 119.3

117.6
113.6
116.0
121.2
109.7

uo.8
115.6
112.6
120.5
113.9

115.0
116.4

99.5
103.2
105.9

107.7

65t

265.5
270.1
270.4
273.6
249.6

2.8.9
258.1
268.8
250.1

225.7
225.2
188.8
183.6
174.9

171.7

1/ Rates are computed on the basis of July ) m r.mulation, U. S. Bureau of Census, Current
Population Reports, Series 2-25.

3/ In 1962 the category Admissions With No °-lor
NY01114tric Inpatient Experience replaced the

classification Met Admissions. The majce, difference is that under the old classification prior
psychiatric treatment in a general hospiul was not considered previous psychiatric admission,
whereas under the present classification ruch cases are included as having prior admission to an
inpatient psychiatric facility.

Sources Patients in Mentl Institutions. Part II, 1950-1965. U. S. Eepartment of Health, Education,
and Welfare, PHS, NISH.

Appeneix Table 10

1
Female First Admission Rates per 100,000 Population/- , by Age and Sex,

in State and County Mental Aos itals 9nited States, 1950-1965

Year

FEMALE

Total Under 15 15-24 25-34 35-44 45-54 55-64 65t

1950
1951
1952
1953
1954

1955
1956
1957
1958
1959

1960
1961
1962 1/
1963
1964

1965

67.0
65.9
67.8
68.7
66.5

65.1
65.7
65.2
67.7
67.9

66.9
68.9
60.4
59.3
61.2

62.4

2.3
2.4
2.3
2.5
2.6

2.6
3.0
.

1.g
4.0

4.1
4.6
3.9
1.8
.1

5.2

46.8
46.9
47.7
48.8
47.8

47.0
47.0

49.7
51.8
56.8

59.4
65.9
61.2
62.6
65.9

69.4

78.0
78.7
82.1
82.0
85.1

80.3
79.5
80.3

85.7
91.4

95.7
102.9
92.3
93.0
96.1

100.0

86.6
83.0

85.5
84.2
86.7

81.5
81.8
80.1
82.9
86.2

87.5
93.6
81.5
83.0
86.8

87.4

83.8
78.3
81.4
85.8
82.6

77.1
79.6
78.5
61.0
81.8

80.6
81.6
72.2
70.0
73.8

75.2

86.2
84.6
83.7
84.7

78.0

80.1
84.4
82.4
86.9
83.5

80.0
79.4
66.5

62.9
65.9

66.2

235.7
206.3
215.7
221.3
189.7

209.4
211.4
206.0
211.6
197.0

175.5
169.2
143.5

133.9
130.9

127.1

.1/ Rates are computed on the basis
of July 1 civilian populesion, U. S. Bureau of Census, CurrentPopulation Reports, Series 2-25.

3/ In 1962 the category Admissions
With No Prior Psyfhietric Inpatient Experience replaced theclessification First Admigaions. The major disfewence is that under the old classification priorpe.ychiatric treatment in a general hospital was not considered previous psychiatric admission,

whereas under the present classification
such cases are included es having prior admission to aninpatient psychiatric fecility.

Source: Patients in Mantel Institutions. Part 1950-1965. U. S. Department of Health, &lunation,and Welfare, FRS, KIER.
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Appendix Table 11

First Admission Rates per 100,000 Population-.
1/

, by Age and Sex,
in Private Mental Hospitals, United States, 1950-1965

Year
Both Sexes

Total Under 15 15..24 25-34 35-44 45-54 55-64 65+

1950 27.5 0.4 16.4 34.2 45.4 48.1 37.4 52.7
1951 26.9 0.4 17.4 33.9 44.5 45.0 37.4 50.5

1952 26.2 0.6 19.5 34.4 42.3 43.6 35.0 47.0

1953 26.5 0.5 18.9 36.0 44.1 43.9 36.0 47.0
1954 24.4 0.6 16.7 39.0 4V.3 40.7 33.9 42.4

1955 28.6 0.6 18.8 37.5 46.0 50.1 44.8 51.3

1956 26.4 0.7 17.5 34.6 41.5 46.8 44.1 47.2

1957 23.5 0.6 17.7 32.8 37.4 40.0 37.2 40.5
1958 26.1 0.7 20.5 37.6 41.2 43.0 41.7 45.4

1959 24.3 0.7 19.3 35.3 39.8 39.7 38.3 41.6

1960 24.6 1.0 20.3 3e. s 40.5 42.0 37.0 36.6

1961 21.3 1.0 19.0 33.0 36.3 36.6 30.3 29.5

1962 22.6 1.1 21.4 36.1 38.9 36.7 31.2 31.3

1963 22.8 0.9 22.7 39.2 39.5 36.7 9.4 30.2

1964 21.7 1.2 22.4 37.2 37.7 34.2 28.9 26.7

1965 21.0 1.3 22.4 36.0 37.1 33.0 26.3 25.2

1/ Rates ars computed on the basis of July 1 civilian population, U. S. Bureau ofCensus,
Current Population Reports, Series P-25.

Source: Patient* in Anatol Institutions. Part IIX, 1950-1965. U. S. Department of Health, Education,
and Welfare, VHS. NIMH.
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Appendix Table 12

Male First Admission Rates per 100,000 Populationli, by Aee and Sex,
in Private Mental Hospitals, United States, 1950-1965

Year
MU

Tots! tinder 15 15-24 2546 3544 46-54
-.,

55-64

.....,

65+

1950 22.9 0.4 13.1 25.6 40.0 42.3 31.8 45.7
1951 22.7 0.4 15.4 25.3 38.4 40.1 32.8 45.1
1952 22.1 0.6 16.5 24.3 36.2 39.5 31.3 44.2
1953 22.0 0.5 15.5 26.0 37.8 38.9 30.9 42.2
1954 19.7 0.6 13.6 23.8 34.2 35.3 28.3 36.0

1955 22.7 0.6 15.5 25.2 36.9 43.6 36.7 44.6
1956 21.2 0.6 14.5 23.4 33.8 41.7 37.4 39.2
1957 18.8 0.7 15.3 22.3 29.3 36.5 31.8 33.3
1958 20.4 0.7 17.0 26.1 32.1 36.7 34.4 37.2
1959 19.1 0.6 16.1 24.5 30.5 34.5 32.9 34.1

1960 19.7 1.0 18.0 25.7 32.3 35.3 32.4 31.3
1961 16.7 1.2 16.! 21.3 26.9 30.8 27.8 25.1
1962 17.4 1.2 17.6 23.7 28.5 30.2 27.6 26.3
1963 17.3 1.0 18.5 25.3 28.6 29.9 25.4 25.4
1964 17.2 1.4 19.4 25.1 28.7 28.2 26.0 23.0

1965 17.0 1.4 19.6 24.6 27.5 29.1 24.5 22.7

1/ Rates are computed on the basis of July 1 civilian population, U. 8. Bureau of Census,
Current Population Renorts, Series P-25.

Sources Petteutp in Mental Institutions. Part III, 1950-19b5. U. S. Eepartment of Health, Educstion,and Welfare, PHS, MINH.

Appendix Table 13

Female First Admission Rates per 100,000 Populatioalf, by Age and Sex,
in Private Mental Hospitals, United States, 1950-1965

Year
Female

Total Under 15 15-24 25-34 35-44 45-54 55-64 65+

1950 11.9 0.4 19.5 42.2 50.6 53.9 43.0 59.0
1951 30.8 0.4 19.1 41.6 50.4 49.9 41.9 55.3
1952 30.0 0.6 21.9 43.5 48.0 47.7 38.6 49.5
1953 30.8 0.5 21.5 45.1 50.1 48.7 41.0 51.2
1954 28.8 0.7 19.2 43.3 46.1 45.7 39.2 48.0

1955 34.1 0.7 21.5 48.7 54.6 56.4 52.5 57.0
1956 31.4 0.7 20.1 44.8 48.7 51.7 50.4 54.1
1957 28.0 0.6 19.8 42.5 45.0 43.4 42.3 46.6
1958 31.5 0.8 23.7 48.2 49.6 48.9 48.6 52.2
1959 29.2 0.7 22.3 45.2 48.4 44.6 43.4 47.8

1960 29.4 1.0 22.5 49.9 48.0 48.4 41.2 41.0
1961 25.6 0.8 21.2 43.8 45.0 42.1 32.6 33.0
1962 27.5 1.0 24.7 47.4 48.6 43.0 34.6 35.4
1963 28.1 0.8 26.6 51.8 49.6 43.1 33.1 34.1
1964 26.0 1.0 25.2 48.2 46.0 40.0 31.5 29.6

1965 24.8 1.2 25.0 46.6 46.0 36.6 28.0 27.1

1/Rates are computea on the basis of July 1 civilian population, U. S. Bureau of Census,
Current Population Renorts, Series P-25.

Sources Pntilln Mental Institutions. Part l/z, 1950-1965. U. S. Department of Health, Education,
end Welfare, PHS, itMH.
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Appendix Table 15

ESTIMATES AND PROJECTIONS or THE TOTAL POPULATION OF THE UNITED STATES. BY ACE AND $EX: INO TO 1990

(In tbossands. Figures relate to :Ay 1 and instuas Armed Forms abroad. For an explanation of the assueptions urderlying

the four series of projeotices, see text. Figures inside heavy lines represent, Inv/tole or pert, aurvivors of births

projestoi for years after 1966)

Series, go, and sex 19601 19662 1970 1975 1980 1985 1990

DM SEXIS

Series A

All ages ... 180 684 196,442 2064619 227,929 -250,489 274,748 303,13i

tinder 5 years 20,3E4 19,851 21,317 27,210 31,040 33,288 35,015

5 V4 9 plall 29,849 20,806 20,54% 1 21,469 27,341 31,160 33,403

10 to 14 years 16,910 19,402 20,668 20/41 I 23116, 27,478 31,290

15 to 19 years 13,467 17,895 19,100 20:807 241, 1 23. m9 27,596

V3 to 24 years 11,116 14,047 17,2E1 19,299 20,997 21M8 21,939

14 years and over 327,335 340,466 150,075 1d2,836=UW,IMIEr-RICZN
18 Years and over 116,123 126,167 134,267 145,940 , gc 183,346

21 years and over 108,836 116,100 123,413 133,637 145,388 , 167.916

Series 8

A11 ages 103.684 196,842 2E77,326 223,785 243,291 264,607 286,501

Moder 5 )34141 20,364 19,851 20.027 24,350 27,972 30,325 31,493

5 to 9yeare 18,825 20,806 20,591 20,184 24,492 28,203 30,451

10 to 34 years 16,910 19,402 20,668 201414 200,334 24,635 28,239

15 to 19 years 13,467 17,895 19,100 20:807 ,879 20,475 24,762

20 to 24 years 11,116 24,047 17,261 19,299 20,997 21,068 20,668

14 years amd over 327,335 340,466 150,075 162,836

18 years and over 116,323 126,167 134,267 345,040 6L1W--111F13r---11'.1r1°,1759281.:010

21 years and over 108,836 116,103 323,413 133,657 145,388 ---D7-19.',61 167.084

Series 0

All ages 180,684 196,842 206,039 219,366 235,212 252,871 270,776

Order 5 years 20,364 19,851 _1&740 21,211 24,298 26,645 27,462

5 to 9 years 18,825 20,806 20,591 11,9co 21,366 24,443 26,784

LO to 34 years 16,910 19,402 20,668 217,741 , 19,056 21,514 24,586

15 to 19 years 13,467 17,895 19,100 20,807 20,879 21,651

80 to 24 years 11,116 14,047 17,261 19,299 20,997
_1,_49200
--21;068 l 19,400

3.4 years and over 327,335 340,466 150,075 162,836 1_,74234 184,351 196,614

3.8 years and over 116,123 126,167 134,267 145,940 --"87A,7+-.... 168.276 178,636

El years and over 108,836 116,100 123,423 133,657 145,388 -159,0961 166.267

Series I)

All ages 180,684 196,842 204,923 215,367 227,665 241,731 255,947

Inds? 5 years 20,364 19,851 17,625 18,323 20,736 23,030 23,765

5 to 9 years 18,825 20,806 20,1 17,793 18,489 20,894 23,182

LO to 34 years 16,910 19,402 20,668 241,74.L- 1748 18,643 21,1344

L5 to 19 years 13,460 17,895 19,100 20,807 20,719 184095, 18,788

ND to 24 years 11,116 14,047 27,261 19,299 20,997 21,boall 18,300

1,4 peers and over 327,335 340,466 310,075 162,836 L___,__174234 182,768 191,47,

LB years and over 116,123 126,167 134,267 145,940 ..5;-* 1684,424 176,509

1 years and over 108,836 116,100 323,413 133,657 145:388 1.57M6 ..._16.5,5i6

All Series-425 Years Old
and Over

!, to 29 years 10,933 11,611 13,878 17,449 19,475 21,163 21,234

10 to 34 years 11,978 10,956 11,437 13,974 17,322 19,536 21,215

15 to 39 years 12,542 11,789 11,061 11,464 13,980 17,501 19,502

0 to 44 years 11,681 12,436 11,903 10,995 11,396 13,883 17,362

5 to 49 years 10,926 11,636 22,223 11,692 10,812 11,212 13,653

0 to 54 years 9,655 10,695 11,103 11,840 11,335 10,493 10,889

$ to 59 years 8,465 9,330 10,040 10,552 11,262 10,794 10,036

0 to 64 years 7,162 7,931 8,451 9,279 9,770 10,442 10,022

a to 69 years 6,2E4 6,378 6,883 7,470 8,223 8,681 9,299

0 to 74 year* 4,769 5,190 5,214 5,721 6,234 6,889 7,302
5 years and over 5,625 6,889 7,488 7,968 8,606 9,407 10,404

See foutnotes at end 08 table.
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Appendix Table 15 (continued)

ESTIMATES AND PROJECTIONS OF THE 'TOTAL POPULATION OF THE UNITED STATES, BY AGE AND SEX: 1960 TO 1990-Commuted

(In thousands. Figures relate to July 1 and include Armed Faroe, abroad. For an explanation of the assumptions under3ying

the tour series of projeotions, see test. Figures inside heavy lines represent, in whole or part, survivors of births

projected tor years after 1966)

Serino, age, and sex 19601 19662 1970 1973 1980 1983 1990

MILS

Series A

All ages 89,332 96,900 I 102,541 111,994 123,185 135,305 148,056

Under 5 years 10,352 10,135 10,887 13,898 15,857 17,008 17,893

5 V3 9 bears 9,572 10,580 10;5071 10 ,958 13,958 15,910 17,059

10 V3 24 years 8,593 9,861 10,500 10,580 11,030 14,024 15,972

15 Va 19 years 6,815 9,088 9,694 10,555 10,634 11,084 24,065

20 V3 24 years 5,560 7,064 8,711 9,741 10,596 10,674 11,122

24 years and over 62,208 68,198 72,699 78,764 84,249 90,986 103,10

18 yeara and over 56,529 60,930 64,672 70,179 76,M9 81,294 88,423

21 years and over 52,852. 55,829 59,167 63,953 69,567 75,260 80,570

Series 13

All ages 89,332 96,900 101,882 109,870 119,510 130,129 141,100

Under 5 years 10,352 10,135 10,228 12 437 24,290 15,494 16,094

5 V3 9 peers 9,572 10,580 10,507 i_2,0 .43 12,504 14,393 15,551

20 V3 14 years 8,595 9,861 10,500 ---10-,3t'T 10,376 12,573 14,415

13 Va 19 years 6,815 9,088 9,694 10,555 10,604 10,433 12,620

20 V3 24 years 5,560 7,064 8,711 9,741 10,596 10,674 10,475

24 years and over 62,208 68,198 72,699 78,764 84,249 90,070 97,79i

18 years and over 56,529 60,930 64,672 10,179 76,069 81,193 87,254

21 years and over 52,833 53,829 59;167 63,953 69,567 75260 1 80,147

Series 0

All ages 89,332 96,900 1 101,221 .E22-73;186 124, 7 133,073

10,352 10,135 9,571 10,835 12,413 13,614 14,004
Under 5 years
5 V3 9 years 9,572 10,580 10[507 10,908 12,481 13,679

10 V3 14 years 8,595 9,861 10500 ----70,3.B0- 9,724 10,980 12,550

25 to 29 years 6,815 9,088 9,694 10,555 10,634 9,783, 11,034

20 V3 24 years 5,560 7,064 8,711 9,741 10,596 10,674 9,830

24 years and over 62,208 68,198 72,699 78,764 I 84,249 89,144 95,1

18 years and over 56,529 60,930 64,672 70,179 76,089 81,100 86,015

21 years and over 52,853 55,829 59,167 63,953 69,567 75,260 79,731

Series D

A11 ages
89,332 96,900 re. ..s.r. . i: bl 114 ,. P :

Under 5 years 10,352 10,135 9,0pg 9,360 10,544 11,768 12,146

5 V3 9 years 9,572 10,580 14507 L_____11,2_33_, 9,440 10,669 11,840

10 V3 14 years 8,595 9,861 10,900 9,159
'

9,515 10,742

15 to 19 years 6,815 9,088 9,694 10,555 114634 ) 9,220 9,575

20 V3 24 years 5,560 7,064 8,711 9,741 10,596 10,674 9,271

24 years and over 62,208 68,198 72,699 78,764 84 249 88,337 92,833

18 years and over 56,529 60,930 64,672 70,179 76,089i 81,022 84,943

22 years and over 52,853 55,829 59,167 63,953 69,567 3.3,2601, 79,375

All Series-25 Years Old
and Over

25 V3 29 years 5,423 5,770 6,935 8,718 9,779 10,626 10,705

30 to 34 years 5,901 5,429 5,674 6,971 8,778 9,792 10,633

35 V3 39 years 6,140 5,801 5,464 5,674 6,959 8,748 9,753

40 V3 44 years 5,733 6.064 5,825 5,408 5,617 6,882 8,645

45 V3 49 years 5,384 5,638 5,919 5,684 5,282 5,489 6,725

50 V3 54 years 4,758 5,197 5,344 5,663 5,444 5,065 5,269

55 V3 59 years 4,243 4,491 4,789 4,974 5,278 5,081 4,735

60 V3 64 years 3,428 3,757 3,957 4,293 4,467 4,747 4,577

65 V3 69 years 2,929 2,901 3,123 3,341 3,635 3,794 4,043

70 V3 74 years 2,195 2,261 2,230 2,439 2,624 2,869 3,011

75 soars and over 2,433 2,841 2,983 3,056 3,248 3,512 3,850

8 ta footnotes at end of table.
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Appendix Table 15 (continued)

ESTIMATES AND PNOJECTIONS OF THE TOTAL POPULATION OF THE UNITED STATES, BY AGE AND SEX: 1960 TO 1990-Continued

(Is thousands. Figures relate to July 1 sad include Armed Forces abroad. For an explanation of the assumptions underlying

the Cour aeries of Projections, see Sess. Figures inside heavy lines represent, in vhole or pert, suryivors of births
projeeted for years after 1966)

Serdos, age, and sem 19601 19662 1970 1975 1980 1985 1990

MALE

Series A

A11 ages 91,352 99,942 I 1b6,O7 115,935 127,304 139,443 152t075

Under Spars 10,013 9,715 10.430 13,312 15,183 16,280 17,122
5 to 9 years 9,254 10,226 10,085 10,510 13,383 15,249 16,344

10 VA, 14 years 8,314 9,542 10,169 10,161 10,586 13,454 15,318
13 to 19 years 6,652 8,807 9,407 10,252 10,245 10.49 13,532
20 to 24 years 5,556 6,983 8,551 9,558 10,401 10,394 10,817

14 years and over. 65,127 72,268 97,376 84,002 9§2
'1,199

96,977' 106,23!
18 years and over 59,594 65,237 69,595 75,761 Ell 94,923
21 years and over 55,983 80,271 64,246 69,703 75,821 87.346

Series/3

All ages 91,312 99,942 223,907 125,751 ,4 ,

Under 5 years 10,023 9,715 9 799 11,912 13,682 14,831 15,399
5 to 9 years 9,254 10,226 , 0A11. 11,988 13,753 14,899
10 to 14 arsye 8,314 9,542 10,169 10161' 9,95f 12,062 13,824
13 to 19 years 6,632 8,807 9,407 10,252 10,21' 10&4 12,142
20 to 24 years 5,556 6,983 8,551 9,558 10,401 10,394 10.193

14 years and over 65,127 72,268 77,376 84,072 ,89985 96,096 03,918
18 years and over 59,594 65,237 69,595 75,761 -8-G139-I 87 566 93,776
21 years and over 55,983 60,271 64,246 69,703 75,821 81836 [ 86.937

Series 0

Alleges 91,352 99,9621 1O6,814 111,743 119,824 128,734 197,697

Under Soars 10,013 9,715 9.169 10,376 11,885 13,031 13,428
5 to 9 years 9,254 10,226 10,085 9,254 10,458 11,962 13,105
10 to 14 years 8,314 9,542 10,169 itfita 9,332 10,534 12,035
15 to Spars 6,652 8,807 9,407 10:252 10,245 9,417 10,617
20 to 24 years 5,556 6,983 8,551 9,558 10,401 10,394 9,570

14 years and over 65,127 72,268 77,376 84,072 89,985 95,207 101,421
18 years and over 59,594 63,237 69,595 75,761 42139'1 87e6 92,601
21 years and over 55,983 60,271 64,246 69,703 75:821 - o1,896 86.535

Series D

Alleges 91,352 99,942 I 104,268 109,787 116,133 123,280 130,440

Under Spars 10,013 9,715 8.623 8,963 10,142 11,262 11,620
5 to 9 years 9,254 10,226 10,083 8,710 9,049 10,225 11,342

10 to 14 Pen 8,314 9,542 10,169 10,16i '.._ g 709 9,128 10,301

13 to 19 years 6,652 8,807 9,407 10,252 10,245 8,876 9,214
23 to 24 years 5,556 6,983 8,551 9,558 10,401 10,394 ......_2,02.0

14 years and over 65,127 72,268 77,376 84,072 89,985, 94,431 -Mgr
18 years and over 59,594 63,237 69,595 75,761 82,b9 i 874011 91,566

21 years and over 55,983 60,271 84 ,246 69,703 75,821 81,83 86.191

411 Ser6es--25 Years Old
and Over

25.to29years 5,510 5,841 6,943 8,692 9,696 10,537 10,530

30 to 34 years 6,017 5,527 5,763 7,003 8,744 9,745 10,502

35 to 39 years 6,402 5,988 5,597 5,789 7,022 8,753 9,948

40 to 44 years 5,948 6,372 6,005 5,587 5,779 7,001 8,717
45 to 49 years 5,541 5,978 6,304 6,008 5,531 5,723 6,528

50 to 54 years 4,896 5,498 5,759 6,177 5,891 5,428 5,620

55 to 59 years 4,322 4,839 5,250 5,578 5,984 5,713 5,271

60 to 64 rears 3,744 4,174 4,4% 4,986 5,303 5,695 5,444

63 to 69 years 3,335 3,476 3,760 4,129 4,588 4,887 5,256

90 to 74 years 2,574 2,929 2,984 3,281 3,111 4,020 4,292

75 years and over 3,212 4,047 4,505 4,923 5,358 5,846 6,554

'Estimates previously poblished in
algstisatos previously whlielbsd in

Source: 2rOac;ion8 o
ana CoLor to L9
a .bie 4). current ropuiat_ n Yowl& ton-um:aces,
arias P-25, No. 359, February 20, 961. U.S. Department of

Commerce, Bureau of the Census.

1

Series 9.25, No. 141.
Series 9-25, Mo. 352.

on pf the Pptted States. by &Rea Sex
ensxons o' iotallo?uLation to £05
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Appendix 16

Assumptions and Methodology for Obtaining
Projections of Manpower Needs and Demands for Service

Based on Projections of Outpatient Psychiatric Clinic and Public Mental Hospital Data

Assumptions:

1. Rate of increase in the number of children served in clinics and hospitals
will continue as it has in the past.

2. The same proportion of core professionals will work in psychiatric
facilities in 1972 as in 1965.

3. The amount of time spent to provide service to children is the same
as that given to an adult.

Assumption 1. Rate of increase in the number of children under 18 years of
age served in outpatient clinics and hospitals will continue
as it has in the past.

Outpatient Psychiatric Clinics

a. Average annual rate of chsnge, children served in clinics.

1959-1966 7.9% per year

b. Expected number of children in general population in 1972
(Population Projections, B Series)

c. EXpected rate per 100,000 population under 18 years, 1972

d. EXpected number of children to be served in clinics in 1972

e. Expected number of children to be served in clinics in 1975

(1975 rate = 1,121.2)
(1975 expected population under 18 years, B series = 77,845,000)

Public Mental Hospitals

a.

b.

c.

Average annual rate ofilhange, children residenr in public mental
hospitals in 1953-1963

Expected number of children to be served it4 public mental hospitals
in 1972

Expected number of children to be served in public mental.hospitals
in 1975

Public mental hospital and other hospital population in 1975

TOtal persons to be served in 1975 (hospitals and clinics)

1/ Source: Some Laplications of Trends
for Community Mental Health
M. Kramer. PHS Publication
Washington, D. C., 1966.

74,973,000

892.5

669,000

873,000

16%

66,000

103,000

247,000

1,120,000

in the Usage of Psychiatric Facilities
Programs and Related Research by

1434, U.S. Government Printing Office,
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Appendix 16 (continued)

Assumption 2. Same proportion of core professionals will work in psychiatric
facilities in 1972 as in 1965.

a. Mental Health Professional Staff - 1965

Type of Staff
Outpatient Psychiatric Clinics

Psychiatrists

Psychologists

Social Workers

Nurses

Public Mental Hospitals
eouivalent) (pull-time)

3,813

2,731

4,622

328

3,224

1,813

3,653

18,022

Employed in 1965 Projections for 1972

Number in
Clinics
and

Total
Number
in U.S.

Percent in
Clinics
and

Total
NUmber
in U.S.

Number in
Clinics andType of Staff Hospitals 1/ Hospitals 2/ Hospitals

713
Psychiatrists 7,037 18,750 37.5 26,169 9,813

Psychologists 4,544 13,265 34.3 23,536 8,073

Social Workers 8,275 11,378 72.7 20,561 14,948

Nurses 18,350 20,554 89.3 29,187 26,064

-Total3/ 38,206
58,898

1/ Source: Mental Health Training and Manpower, 1968-1972 (Table 1). Divisionof Manpower and Training Programs, NIMH April 1967.

2/ Source: Mental Health Training and Manpower, 1968-1972 (Table 8). Division
of Manpower and Training Programs, MIME, April 1967.

3/ Total mental health "core" professionals in clinics and public mental
hospitals, (full-time equivalent).
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Appendix 16 (continued)

Assumption 3. The amount of time spent to provide service to children
is the same as that given to an adult.

a.

Number of
Number of Percent of Professionals

Professionals Children Serving Children
iimV9161. in Facilities in 1965

Mental Health Core Manpower:

In clinics 11,494 35% 4,023

/n public mental hospitals 26,712 3.4% 908
-

Tbtal 38,206 4,931

b. Percent of time for children in 1965 4,931/38,206 = 13%

c. Number of mental health professionals in 1972 = 7,657

d. Ratio; Number of Children Served / Manpower, 1965

(58,898 . 137.)

384.000 (in clinics in 1965) + 27.000 (in mental hospitals in 1965)
4,931

. 411.000 = 83.4
4,931

1 Mental Health Core Professional for 83 children in 1965

THEREFORE:

If (1) 735,000 children pre expected to seek service in 1972 (Assumption 1)

and (2) 1 professional for 83 children is needed to maintain current quality

of service (Assumption 3)

(3) thtu 8,855 professionals are needed in 1972 just to maintain status quo

(statements (1) and (2).

(0 We can expect to have 7,657 professionals (Assumptions 2b and 3c) in 1972.

Hence, we will be 14% short of current levels of service.
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[Reprint from magazine "Social Work" January 1972]

"Group Care for Children: Guidelines for Planning" by James K. Whittaker.
pp. 51-61, "Sooial Work" magazine, January 1972

GROUP CARE FOR CHILDREN : GUIDELINES FOR PLANNING

by James J. Whittaker

James K. Whittaker, Ph.D., is Associate Professor, School of Social
Work, and Special Consultant for Researlh and 7'rainino, Social Work
Department, Child Development and Mental Retariation Center,
University of Washington, Seattle, Washington. The research on which
this paper was based waa supported in part by funds from the Children's
Bureau, U.S. Department o,f Health, Education, and Welfare. This
article 28 a revised version of a paper presented at the annual conference
of the Minnesota Association of Glad Cfaring Institutions, Minneapolis,
Minnesota, January el, 1971.

Growing interest in group care for children highlights the fact that
present theory consists of a patchwork of theoretical remnants, practice
models, and traditional values. This article presents a historical analysis
of the development of group care in the United Statesand this society's
ambivalent attitudes toward its childrenfrom which are derived guide-
lines for planning and implications for further research.

Serious questions are being raised about the viability and effectiveness of
traditional child welfare services. Both the criteria for defining present services
and their efficacy in dealing with the problems they were designed to alleviate
have come under scrutiny. Criticism and doubt are nowhere more evident than
in the controversy surrounding the current provision of group care services for
children. The century-old debate over institutional care versus foster home care
is much in evidence, as is a growing concern about institutional facilities for
delinquent children.1

Dermquency studies have shown that the mere transposition of traditional
social work methods from the community agency to the children's institution
without proper attention to the factors of group living, the impact of the total
milieu, and the effects of the peer cultureis an inadequate solution to the problem
of the individual delinquent.2 Also, studies by Wolins and others have indicated
that many of the traditional prejudices against raising children in group care
facilities may not be based on fact.' The community mental health movement,
with its emphasis on prevention and remediation within the family unit, makes it
imperative for those who feel tha group care facilities still have a place and pur-
pose in the overall structure of children's services to define just what that place and
purpose should be.

1 For an excellent historical perspective on the institution-versusefoster home controversy, see Martin
Wolins and Irving Piliavin, Institution or Foster Family: A Century of Debate (New York: Child Welfare
League of America, 1904). See also Henry S. Maas and Richard E. Engler, Children in Need of Parents (New
York: Columbia University Press, 1959): Joseph F. Meisels and Martin B. Loch, "Unanaswered Questions
About Foster Care," Social Service Review, Vol. 30, No. 1 (March 1956), pp. 289-216; LeonEisenberg, "The
Sins of the Fathers: Urban Decay and Social Pathology," American Journal of Orthopsychiatry, Nrol. 82,
No. 1 (January 1962), pp. 5-17; and Wolins, Selecting Foster Parents (New York: Columbia University
Press, !

2 See Howard W. Polsky, Cottage SO (New York: Russell Sage Foundation, 1962); and Polsky, et al.,
The Dynamics of Residential Treatment: A Social System Analysis (Chapel Hill: University of North Carolina
Press, 1968).

3 See Martin Wolins, "Child Care in Cross Cultural Perspective," unpublished monograph, University
of California at Berkeley, 1969; Wolins, "Group Care: Friend or Foe?" Social Work, Vol. 4, No. (January

196GsVp.
85-L I; Wolins, "Group Care and Intellectual Development," unpublished monograph, University

of a fornia at Berkeley, 1969; and Wolins, "Yourq Children in Institutions: Some Additional Evidence,"
paper presented at the 45th Annual Meeting American Orthopsychiatric Association. Chicago, IIL,
hfarch 20-23, 1968. See also A. I. Rabin, Growing in the Kibbutz (New York: Springer Publishing Co.,
1965); Rabin, "Infants and Children Under Conditions of Intermittent Mothering in the Kibbutz," Ameri-
can Journal of Orthopsychiatry, V ol. 28 (1958), pp. V17-584; and Rabin, "Kibbutz Adolescents," American
Journal of Orthopsychiatry, Vol. 81 (1961), pp. 493-504.
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This paper discusses the implications for future research and planning that were&rived from a historical analysis of the development of child care institutions inthe United States.4 The rationale for conducting such research was that childwelfare plannersparticularly in the group care fieldcould profit from an analysisof the origin of child care institutions and their modification by changing serviceneeds and new philosophical and technological systems. The underlying assump-tion of the research was that there is no unified theory of group care from which todeduce and test hypotheses, but rather a patchwork of theoretical remnants,practice models, and traditional values borrowed from a variety of sources. Thusan exploratory study that sought to yield hypotheses and directions for futureresearch seemed more appropriate than a cla.ssic eAperimental study.The foregoing should serve as a warning to those who would view the guidelinesdiscussed in this article as a blueprint for the future development of child careinstitutions. This would constitute a misuse of the data and a misperception ofthe purposes of the research. The guidelines and implications for research shouldbe taken as reflections of the domin.mt trends in the development of child careinstitutions in the United States. Vt.ladation of specific care models and organi-zationsl patterns must be left to fuoure research.The data were organized undei five topical areas: (1) philosophies of childcare, (2) child care institutions as part of the total child welfare field, (3) organiza-tion and technology for care and treatment, (4) group methods of ehild rearing,and (5) the child care institution and the national organization. Each section,with the exception of the first, contains guidelines for future development andhaplications for research.
PHILOSOPHIES OF CHILD CARE
Although there has been much discussion of the "rights of children," most chil-drenespecially those who require care away from their natural homehavelittle control over their immediate circttmstances. Furthermore, "rights of children'implies responsibility on the part of the nation that proclaims its devotion to theyoung. "Yet we find ourselves dismayed 1.17 the violence, frustration and dis-content among our youth and by the sheer number of emotionally, mentally,physically and socially handicapped children in our midst." 5 This country seemsto have no unified national commitment to its children and youths.Part of the discrepancy between formally stated goals, values, and policies andactual practices in the child care field comes from a failure to understand andappreciate the role of the child in this society. There is an assumed unity of pur-pose to provide care, *reatment, and rehabilitation for children in needparticu-larly those who are dependent-neglected, delinquent, or emctionally disturbed.However, the history of institutional child care in America indicates that fromcolonial times to the present as many efforts to "help" have been motivated by aconcern for idleness, lack of productivity, presumed moral depravity, and protec-tion of society as with a genuine concern for aiding needy children. Furthermore,helping persons, who have genuinely attempted to deal with specific aspects of thechild welfare problem, have often been insensitive to the cultural values andattitudes of their intended beneficiaries. For example, the attempts of CharlesLoring Brace and the New York Children's Aid Societyas well as numerousother Protestant children's societies in the nineteenth centuryto deal with theproblems of dependency and delinquency by sending vagrant city children to livewith farmers in the West (called "placing out") mat with considerable oppositionfrom the Roman Catholic Irish, German, and Italian immigrants, who viewedthe movement as nothing more than a nativist plot to neutralize the concentrationsof "dangerous classes" in the eastern cities.
What Chambers labeled the "crusade for children"the battle against theexploitation of children in mines, streets, factories, and fieldshas realized itsmajor gains only in recent decades.6 When those children who need care outsidetheir own homes are considered, the extent of the remaining problem becomesWevident. For example, the 1930 hite House Conference on Children and Youthstated:
The emotionally disturbed child has a right to grow up in a world which doesnot set him apart, which looks at him not with scorn or pity or ridiculebutwhich welcomes him exactly as it welcomes every child, which offers himidentical privileges and identical responsibilities?
For the complete study see James IC. Whittaker, "Planning for Child Care Institutions." Unpublisheddoctoral dissertation, University of Minnesota, 1970,3Digest of Crisis in C'hild Mental Health: Challenge for the 1970's (Washington, D.C.: Joint Commission onthe Mental Health of Children, 1969), 13. 1.
Clarke A. Chambers, Seedtime of Reform (Minneapolis: University ofMinnesota Press, 1963), p. 27.7 As quoted in Digest of Crisis in Child Mental Health, p. 4.
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Forty years later, the Joint Commission on the Mental Health of Childrenreported that the care of the emotionally disturbed child in the United Stateshad "worsened considerabl3r." Using what it called a "conservative estimate,"the National Institute of Mental Health indicated that in 1966 some 1.4 millionchildren under age 18 Ni ere in need of psychiatric care.8 Of these, nearly a milliondid not receive treatment. Thus in this one area alone care is being provided forabout one-third of those who need it.Just as the technology of institutional child care needs further study, experi-mentation, and refinement, so also the philosophy of child careas reflected incurrent conditionsneeds a vigorous reexamination. The 1920s marked thegradual demise of social work's active concern with the progressive reforms ofthe earlier part of the century in favor of a heightened awareness of the impor-tance of "function" and "professionalization." The ensuing years have witnessedgreat developments in the ways in which we can care for, treat, and rehabilitatethe delinquent, emotionally disturbed, or dependent-neglected child. Perhapswhat the field of child welfare now needs most are reformers, in the tradition ofHomer Folks, Lillian Wald, and Hastings Hart, who will raise a moral clamorand assert political pressure that will result in meaningful changes for children.Continuum of Services
One clearly defined principle of the architects of child welfare policy for theperiod 1900-30, such as C. C. Carstens and Hastings H. Hart, was that childcare institutions should be treated as an integral part of the total continuum ofsocial services for children. The early separation of institutions from other serv-ices no doubt influenced their poor image in the community and fostered thepicture of the barracks-style, congregate type of care and the regimentation ofrife that were so abhorrent to "child nature." Indeed all child care facilities suf-fered (as many still do) from the stereotype of the mysterious, isolated institutionin which children were crammed and to which they were sent when they got intotrouble with the law. As Wolins and Piliavin state:The institution is threatened by its tradition of isolation. It may tend toremain, as it has so often in the past, a collection of social outcasts, juvenileand adult, who for reasons of their own or others have been brought togetherto live under highly artificial conditions euphemistically described as "familylife."

"Too often group care is related more to professional preference than to theactual needs of children."If the child care institution is to fulfill a useful function in the child welfarefield, it cannot remain isolated. Part of the problem has to do with the attitudes,values, prejudices, and biases of child welfare professionals. For example, thechild welfare field must wholeheartedly accept a "both-and" logic, rather thanthe "either-or" phiosphy that has prevailed in the past. Arguments about whichis bestfoster care or group caremust give way to a reasoned analysis of whatkinds of group and foster care facilities are best for certain types of children.Moreover, this analysis must be based on evidence rather than on value judg-ments that make a priori assumptions about the relative worth of each type ofservice. The following guidelines are presented to help facilitate the goal of inte-grating child care institutions into the overall structure of childrens' services.Guidelines. Children's services in the public sector, currently organized underthe categories of mental health, corrections, and welfare, should be subsumedunder new state departments of children's services. Organization at this levelof government appears to be financially and administratively feasible and wouldhelp avoid duplication of facilities. Each state ri.:vartment of children's serviceswould relate directlyin terms of funding, consultation, research, and help inpolicy formulationto a unified federal children's agencypossibly the newlyorganized Office of Child Development.The current system of services presupposes that the populations of childrenserved can be designated by diagnostic categories and that each service's programbest serves the needs of its specific population. Neither assumption seems war-ranted. Children in need tend to fall into a field of service more by chance thanby choice. In many cases diagnosis is largely determined by which agency hasthe initial contact with the child. One hypothetical and fairly typical case isthat of a latency-age child from a lower-claw disorganzied "multi-problem"family, who has marked learning difficulties in school, is a frequent truant and
8 Crisis in Child Mental Health: Report of the Joint Commission

on the Mental Health of Chidren (New York:Harper & Row, 1970), p.
9 Op. cit., p. 19.
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petty thief, and gets into fights in the neighborhood. If such a child were seenfirst at a mental health center, he might well be labeled "emotionally disturbed"and sent to a residential treatment center. The same child could be categorized
as "dependent-neglected" by the department of child welfare and recommendedfor a group foster home or he could be labeled "delinquent" by the juvenile courtand sent to an institution for delinquents.

The problem, of course, is that few children fit neatly into any category, but
often have a combination of problems. Thus the overall structure of children's
services must be able to provide, as Homer Folks said, "the right thing, for theright child, at the right time." This can be accomplished most easily when thereis a chain of children's servicesincluding all types of outpatient, foster care,and institutional options. Private children's facilities could fill needed servicegaps (as they do now) and serve as a locus for research and demonstration without
having to wrestle with their eligibility to receive state aid under existing categories.

Research implications. If one accepts the integration of all categorical public
services for children, several research questions become evident:1. What are the distinguishing factors of the populations of children to beserved? What are their special needs and how may these needs best be related toservices?

2. What will be the role of the private child care institution or agency? Howwill it function: as a research and demonstration project, ancillary service, orback-up facility?
3. How will the new system of children's services relate to the other systemsthat are part of the child's life? For example, how will the educational system

mesh with the system of children's services?
4. How does one design a coordinated continuum of children's services? What

sorts of linkages and coordinating mechanisms will be appropriate among the
various elements of the system? What will be the form of administration? How
will "success" or "failure" be determinedin terms of treatment or rehabilitation?
ORGANIZATION AND TECHNOLOGY

There would be a need for specifying an organization and technology for thevarious types of child care institutions within an overall structure of children's
services. Historical analysis would appear to indicate the following directions inthis area.

Guidelines. The basic form of organization in the child care institution should
reflect children's, not professionals' needs. Several steps would be required todevise this organization:

1. Specifying in general and specific terms the problems of the population tobe served.
2. Specifying what will constitute successful treatment or rehabilitation.
3. Determining the various means by which the treatment goals may beachieved.
4. Defining the role structure of the child care institution"who-does-what"

in terms of what needs to be done, instead of having a preconceived notion aboutwhat the functions of the various professional-nonprofessional groups should be.In this regard a classification for assigning duty functions according to children's
needs and staff skills, rather than professional needs, is sorely needed. Too often
group care is related more to professional preference than to the actual needs of thechildren.10

The message of history clearly indicates that what is avant garde in treatment
technology today will quickly become passe. Thus child care institutionsin fact
all children's servicesshould be organized to permit the infusion of new modes of
treatment and care as well as the evaluation of old ones. However, this seemingly
simplistic goal becomes extremely difficult to implement. Institutions often be-
come wedded exclusively to one technology. This implies that all children in an
institution can be treated or cared for within the framework of a single technology
a logic that appears to disregard developmental and/or functional differences.

Research implications. From these recommendations, several research questionsbecome apparent:
1. What forms of organizational structure provide maximum openness to newtechnologies?
2. How may the duty functions in a child care institution best be related to the

needs of children, rather than professionals?
3. How may organizational goals be translated into measurable quantities that

leld themselves to evaluative research? This question leads to several areas includ-
to For one attempt to devise such a framework, see John C., Kidneigh, "Restructuring Practice for Better

Manpower Use," Social Work, Vol. 13, No. 2 (April 1968), pp. 109-114. See also James Bridges, Job Purifica-
tion and Job Satisfaction in Social Welfare. Unr ublished doctoral dissertation, University of Minnesota, 1970.

2:''
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ing budgeting, in which the unit-cost-of-service approach may be more advan-
tageous than the more commonly used program budget.

4. How may current theories and modelse.g., social learning theory, psycho-
analytic ego psychology, and small-group dynamicsbe synthesized into a dy-
namic and unified theory of institutional child care? "

5. How can reliable measures for evaluating institutional care be developed?
Many current studies of the effectiveness of institutional care are essentially
ex post facto evaluations of progress executed without the benefit of controls so
that the differences between changes occurring from treatment and from de-
velopmental factors are obfuscated."

6. What relevance do cross-cultural developments have for the American
child care institutionfor example, Linton's study of European methods of
training child care staff and Brown's experiments in Canada with the "thera-
peutic family." 15
CROUP METHODS

Although the debate over foster home care versus institutional or group care
has been slightly less acrimonious in recent years, it is far from resolved. On the
one hand, some research is beginning to temper many child welfare workers'
deep-seated prejudice against rearing children in settings other than the nuclear
family." On the other hand, the government seems to be shifting its policyas
articulated in the first White House Conference on Children and Youth (1909)
and reaffirmed by every succeeding conferencethat "the home is the highest
and finest product of civilization and children should not be separated from their
parents for reasons of poverty alone." 15 Implicit in the proposed Nixon welfare
recommendations is the message that the home is the "highest and finest product
of civilization" for some children and that children may be separated from their
parents (at least for day care) only because they are poor. It seems crucial that
two problems be distinguished: the effectiveness of communal child rearing as
an alternative to the nuclear family and the separation of children from their
families for day care solely because they are poor. Given the fact that group
child rearing is emerging as a viable alternative to individual foster care, the
following guidelines seem to be appropriate.

Guidelines. Child welfare theoreticiansparticularly those concerned with the
role of child care institutions in the continuum of children's servicesshould
begin to think less in terms of the illness model and institutional treatment and
more in terms of corrective socialization or education for life. In short the problem
child from the disorganized family may need good child rearing and a stable
environment in which to grow up more than treatment. This is especially true
of the child from the milti-problem family, who before he reaches adolescence
may have been shunted from one institution to anotherchild welfare shelter,
individual foster home, correctional institution, and residential treatment center
interspersed with short stays in an inadequate family environment.

This is not to suggest wholesale group rearing for problem children whose
parents cannot cope with them. Nor is it meant to downgrade treating children
in the family. Rather, it is suggested that family treatment be expanded and group
facilities be made available for those parents who are unable to care properly
for their children. Currently there are few group care facilities in most states,

II For two attempts in this direction see Henry W. Maier Three Theories of Child Development (New York:
Harper & Row, 19N), :Ind Albert E. T Irieschman, James C. Whittaker, and Larry K. Brendtro, The Other
IS Mars (Chicago: Aldine Publishing Co., 1969).

is Bee, for example, Melvin E. Allerhand, R. E. Weber, and M. Haug, Adaptation and Adaptability: The
Bellefaire Follow-Up Study (New York: Child Welfare League of America, 1966).

13 See Thomas E. Linton, "The European Educateur Program for Disturbed Children," Forum for
Residential Therapy, Vol. 2, No. 1 (Spring 1969), pp. 4-26; and Involvement: A Quarterly Journal from Brown-
dale esp. Vol. 11, No. 1 (Summer 1969).

fijeh of this prejudice had its roots in the research conducted by Spitz, Bowlby, and others on the
effects of maternal separation on the development of the young child. These early studies, many conducted
under the auspices of the World Health Organization, have in more recent years been called into question
by other researchers. See, for example, Rene A. Spitz, "Hospitalism: An Incjuiry into the Genesis of Psy-
chiatric Conditions in Early Childhood," Pskehoanalytic Study of the Child, Vol. 1 (New York: International
Universities Press, 1945), pp. 53-75; John Bowlby, Maternal Care and Mental Health (Geneva, Switzerland:
World Health Organization, 1962); Bowlby, "The Nature of the Child's Tie to His Mother," International
Journal of Pskeho-Analysis, ol. 89 (1958),_ pp. 360-378; and Sally Provence and Rose C. Lipton, Infanta
in Institutions (New York: International Universities Press, 1962). For additional sources on the effects of
institutionalization, see Mary D. Ainsworth, et al., Deprivation of Maternal Care: A Reassessment ofIts
Effects (Geneva, Switzerland: World Health Organization, 1962), pp. 169-165; Maternal Deprivation (New
York: Child Welfare League of America, 1962); Wolins and Piliavin, op. cit., pp. 48-62; Bowlby, Attachment
(New York: Basic Books, 1969); and Spitz and Katherine Wolf, "Anaclitic Depression," Pskehoanalitie
Study of the Child, Vol. 2 (New York: International Universities Press, 1946), Pp. 313-342.

is proceedings of the Conference on the Care of Dependent Children (Washington, D.C.: U.S. Government
Printing Office, 1909).
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despite the many parents who would probably twee to place their children insuch settings rather than have them placed in individual foster homes. The prob-lem, as Glaser states it, is that "we have to change our concept from any homeis better than an institution to a good home is better than a good institution." 16Implications for research. Research in group child-rearing methods should becontinued and greatly expanded in the following areas: maternal deprivation,multiple mothering, effects of institutional placements, and organizationalrequisites for group care facilities.I. A far more precise definition than currently exists in the literature is neededfor terms like "maternal deprivation," "institutionalization," and "social environ-ment." In particular, an attempt should be made to explore the consequencesof maternal separation without a concomitant physical, financial, or emotionalcrisis to determine the actual effects of separation itself.172. Basic research in child development should be continued to determine thekinds of stimulation necessary to assure adequate functioning in certain areas,e.g., language development.
3. The concept of the critical phase in child development should be fully ex-plored, with specific reference to the time interval after which the effects ofmaternal separation are irreversible. Studies are notably lacking in this area,especially those that go beyond infancy.4. It has been suggested that differing vulnerabilities at different periods ofdevelopment might be determined, based on current knowledge of the develop-mental, characteristics of children. The child's developmental level is likely toinfluence his reaction to deprivation or separation. With regard to separation, theperiod during which the child is in the process of consolidating a relationshipwith his mother may be the most vulnerable.18 This area should be thoroughlyexplored, as well as the long-term effects of maternal deprivation and the irre-versibility.

5. Studies such as Wolins's, which attempt to factor out the criteria associatedwith successful group care facilities, should be carried out and cross-validatedOne danger in cross-cultural research is that the measurement instruments maythemselves be culture bound and what works in one culture might not succeedin another. To counter this problem, the following question seems appropriate:To what extent is it possible to factor out the cultural requisites for the successof a care model in a given culture? For example, what is the nature of the inter-play between the kibbutz and the values, attitudes, and beliefs that inform thelarger culture? Difficult as such research might be, it would begin to provideanswers to the often-stated claim that it would never work in this culture.6. Long-term comparative studies are needed of the differences in developmentand later adjustment of children reared in group care facilities and those reared infoster homes or in their own homes.7. If, as seems to be the trend, more children will be candidates for group carefacilities, how may the tasks of parenting be best divided among a number of differ-ent caretakers? Mutt will be the role of the natural parent?8. The question of rearing children away from their natural homes is an areaalready overburdened by polemics and tinged with political sensitivity. For thisreason, researchers should proceed solely on the basis of evidence rather than onvalue orientations and preconceived hypotheses.
NATIONAL ORGANIZATIONS
Guidelines. National organizations like the Child Welfare League of America(CWLA) have played a key role in developing policy for child care institutionsthrough the provisions of standards, consultation, research and demonstration, andpublications. To serve the needs of the children's institutional field more effectively,the following guidelines are suggested:1. A national organization (CWLA appears to be the logical choice) should act asa clearinghouse for all ongoing research in the areas of group care, maternaldeprivation, institutionalization, separation from parents, and the like. This wouldinvolve the compilation of bibliographies, abstracts, and summaries as well as thepublication of major studies, which would greatly remedy the idiosyncraticfashion in which studies are reported in the literature. Nati4ual organizationsshould both encourage and publish repetitive studies to assure cross-validation ofsignificant research and uncover studies that do not yield statistically significantresults.
le Kurt Glaser, "Implications from Maternal Deprivation Research for Child Welfare Practice," in Ma-

ternal Deprivation: A Reassessment of Ds Effects (New York: Child Welfare League of America, 1964), p. 6.
I? See Christopher M. Reinicke and Ilse J. Westheimer, Brief Separations (New York: InternationalUniversities Press, 1965).
ts See Leon J. Yarrow, "Maternal Deprivation: Toward an Empirical and Conceptual Re-evaluation,"

Psychological Bulletin, Vol. 68, No. 6 (1960, pp. 459-490.
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2. The federal government, through the Office of Child Development, should
make funds available for research and demonstration projects on day care and
group care facilities. This is crucial because the government's proposed policywill greatly expand day care, the organization and technology of which is littleunderstood.

3. All national organizationspublic and privateconcerned with child care
institutions should make a concerted attempt to assure that expanded services
be accompanied by innovations and not just increase the number of existing
services.12 For example, because a specific technique (e.g., guided group interaction
or psychiatric casework) or organizational form (e.g., the psychiatric team)
appears to work with some children in certain settings is no reason to assume that
a wholesale application of that technology or organization will eradicate the
problem. National organizations in particular should be forums :or innovations.

Implications for research. More than ever, adequate national statistics on all
aspects of child welfare are needed to assure that program recommendations are
actually meeting the needs of children.

1. All national organizations concerned with the child welfare field should
deliver, collectively or individually, position papers on all federal legislation that
affects the welfare of children. With specific reference to the Nixon welfare pro-
posals, national organizations concerned with child welfare should make public
statements regarding the feasibility of mounting an expanded day care program
from the viewpoint of technology, organization, and existing znanpower..

2. A national child welfare organization should assume leadership in the child
advocacy field. It is becoming evident that a federal children's agency' is not the
best choice for this role, since it will probably be involved in the administration
of the policies under question.
PARADOXES
The development of child welfare services in the United States over the past three
hundred years is in a sense a reflection of this nation's commitment to its children.
The degree that a people provides care, treatment, and rehabilitation for those
children who cannot be served in their own homes is an indicationor perhaps an
approximationof their commitment and concern for the young in general. If this
assumption is correct, then the historical data reveal more of a generalized ambiva-
lence than a clearly defined set of values toward the ehild in this society. What
emerges are a number of contradictory values and attitudes that are perhaps indi-cative of a cultural and ethnic diversity or represent a distinctly American
phenomenon.

"The number of unserved needy children disputes the fact that this country cares
about its young."
From colonial times on, children, like adults, were supposed to be busy, produc-

tive individuals. Idleness and unproductivity were liablities in a frontier culture,
and children who were poor, unruly, dr orphans were expected to earn their keep
in a charity school, orphanage, or reformatory. In the nineteenth century the work
ethnic and the need for survival among some newly arrived immigrant children
proved to be a source of consternation to the established society. "Street arabs,"
Brace called the newsboys, messengers, and numerous other young entrepreneurs
who worked the streets of the large eastern cities in the middle and late 1800s.
Forced to compete in the marketplace at an early age, many of these young
"businessmen" were a cause of grave concern to people like S. A. Brooks of the
New York Juvenile Asylum, who found no fault with the "smartness" and street
sense of the boys he saw, but despaired at their lack of acceptance of society's
values. In fact, they were in tune with the American ideal of betteting one's
humble originsby whatever means necessary.

Workfree labor reallywas also seen as a motivating force behind the placing-
out system: a child from the city meant another laborer on the farm. In delin-
quency institutions, work was and to an extent continues to be seen as a form of
retribution for the delinquent act. Only recently have restrictive child labor laws
been passed.

19 For example, in the recently completed Pappenfort study executives of child care institutions over-
whelmingly voted that they would recommend "more-of-the-same" services if additional funds became
available. See Donnell Pappenfort. Adelaide Dinwoodie, and Dee Morgan Kilpatrick, "Children in Insti-
tutions, 1966: A Research Note," Social Service Review, Vol. 42, No. 2 (June 1968), pro. 252-260; and Pappen-
fort and Kilpatrick, "Child Caring Institutions, 1966: Selected Findings from the First National Survey of
Children's Residential Institutions," Social Service Review, Vol. 43, No. 4 (December 1969). pp. 448-459. The
complete study is titled Population of Children's Residential Institutions in the United Stales (Chicago: Center
for Urban Studies. University of Chicago. 1968). For additional statistical data see Shiriey A. Star and
Alma M. Kuby. Number and Kinds of Children's Residential Institutions in the United States (Washington.
D.C.: U.S. Children's Bureau, 1967); Seth Low, America's Children and Youth in Institutions 1860-1960-1964
(Washington, D.C.: U.S. Children's Bureau, 1964); and Wolins and Piliavin, op. cit., pp. 36-47.
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Running counter to this notion of the child as "little adult" was the view of
Ail:Mood as innocent and idyllic. For almost every trade that employed children
131 ninteenth century, there was a society designed to protect the child from
the "e vil" master. At almost no time was the nation without vocal exponents of the
belief that childhood was a time for carefree idleness, play, and unfettered enjoy-
ment. In child care institutions, this was translated into a demand for recreation as
a necessary part of the program and as a plea against the kind of tedious and un-
creative tasks that had characterized many of the earlier institutious. These two
forces are still much in evidence in the child welfare field and are observed in
debates over the function of work in a child care institution and the kind of pro-grams to which a child in a state-supported institution is "entitled."

Another idea about which society appears to be of two minds is the sacredness of
the home. Despite the formal statement that "the home is the highest and finest
product of civilization" and the only place where children may be properly reared,
the actual practice in much of child welfare signifies the opposite. Welfare pro-
grams that cause families to be separated, bureaucratic procedures that condemncertain children to grow up in a dozen different settings until the proper agencies
can decide who has jurisdiction and what the disposition should be, and unhome-like, sterile child care institutions make the formal pronouncement sound hollow.
Discrepancy
One also finds a discrepancy between the formally stated goals and policies of
child care institutions and the actual services they offer. Although these institutions
are ostensibly designed to care for, treat, or rehabilitate the dependent, delinquent,
or emotionally disturbed child, much of their activities are related more to the
needs of the professionals who staff them than to those of the children. Unlike the
situation in the 1920s, we can now describe in detail the "function" of the various
professional groups that operate in the child care institution, but are often hard
pressed to characterize the relationship between these functions and the child'scare or treatment.

If the needy child falls into the wrong category for aid, he faces serious difficulties.
For example, the dependent-neglected and emotionally disturbed child or
delinquentmentally retarded child often is forced into the wrong slot simply
because no facility exists for the "in-between" child. Similarly, some categories
attract more public support and interest than others: physically handicapped and,
more recently, mentally retarded children receive more public support than doemotionally disturbed or delinquent children. This difficulty is of coursecompounded if the child is poor and a minority-group member. Dewey's dictum
that "what the best and wisest parent wants for its child, that must the community
want for all of its children," has clearly not been adopted. A status hierachy exists
even among needy children.
CONCLUSION

The number of unserved needy children disputes the fact that this country caresabout its youngthat it is willing to provide special help to those in need. The
two-thirds (roughly one million) children needing psychiatric care,28 the lack of
public residential facilities for the soaring number of teen-age and subteen drug-
users, and the woefully inadequate care facilities for delinquent and dependent-
neglected children expose the extent to which this nation undervalues its children.

The lay community cannot be blamed entirely for this deplorable situation.
What about the professionals who are so wedded to a specific child care technique
that they cannot explore alternatives or who decry the abuses of public child care
institutions, but steadfastly refuse to work for them, and the organization of
services that places corrections, mental health, and child welfare in competition
for the same tax dollars and personnel and precludes any meaningful joint ventures
because of vested interests? Are they not at fault as well?

It is true that advances have been made in the children's institutional fieldsince the turn of the century. The number of dependent children who were in-
stitutionalized for reasons of poverty alone has declined markedly over the last
seventy years, standards for child care irstitutions have improved greatly, and
no one can doubt the sincere and tireless efforts of countless professionals, laymen,
and organizations who work diligently for the betterment of these institutions.
Their efforts give heart to those who would continue the fight for improved child
welfare services.

10 See Crisis in Child Mental Health, p. 5.
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Yet the careful observer of the historical development of child-care institutions
cannot help but be impressed with the nation's ability to diagnose the problem in
countless commissions, child welfare conferences, and foundation reports but its
apparent inabilityor unwillingnessto bring about significant and lasting
change. Perhaps what is needed mostand what is least likely to comeis a
national conviction that the young are truly the nation's most valuable resource
and, as such, should assume the highest priority in terms of allocation of funds
and talented personnel. To do otherwiseparticularly in terms of those children
who need special care away from homeis to invite those who are publicly ignored
in their formative years to make their "voices" heard in rising crime statistics,
increasing mental hospital populations, growing numbers of disrupted families in
need of welfare, and the street violence and anomie born of an intense frustration
that there is no way out. The prospects for such a radical turn of mind are dim
indeed when one realizes that this nationby and largecontinues to FOS ithl
most formidable enemies as coming from withoutnot from within.
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Adolescents are the largest users of psychiatric outpatient clinics in the

United States. This paper presents findings obtained in a detailed study

of the use of these facilities by members of this age group (10-19).

lica!ions for program development are discussed.

ADOLESCENT PATIENTS SERVED IN OUTPATIENT

PSYCHIA ritiC CLINICS

Beatrice M. .t? n B.S.; Antra K. Bahn, Sc.D., F.4.P.11.A.; Robert Shellow, Ph.D.; and Eli M.

flower, Ed.V.

OUTPATIENT psychiatric clinics in the
United States serve more persons

in the 10 through 19-year-age group
than in any other decade of life.1.2 Of
the total estimated 750,000 clinic pa-
tients served in 1962, approximately
one4ourth, or 194,000, were adoles-
cents.° This number represented about
6.2 patients per 1,000 adolescents in
the population.

Despite the increasing number of
clinics in this country and the con-
comitant increase in the number of
adolescents served (17 per cent from
1961 to 1962), first admission rates to
state and county mental hospitals for
children in these ages have increased
at an even greater rate.2.4 The effective
utilization of clinic services by schools.
physicians, and social agencies, as well
as by families of adolescents, is essential
if the admission rate to mental hospitals
is to be reduced, and if sufficient serv-
ices are to be provided to the substan-
tially larger number of children who
will reach adolescence during the next
decade.8

This paper will present findings of a
detailed study o. the current utilization
of psychiatric clinic semi-. -s by adoles-
cent patients. Interpretation of these
data in terms of psychological develop-

OCT0111111L 1%5

ment of the adolescent and implications
for program development, particularly
among schools and public health nurs-
ing personnel, also will be discussed.

This study was carried out by the Na-
tional Institute of Mental Health with
the cooperation of State Mental Health
Authorities. Special tabulations, pre-
pared by 41 states included 788 clinics
and 54,000 adolescents for whom serv-
ices were terminated in 1962, or about
half of the 104,000 adolescent clinic
terminations in the United States.° The
largest omission was for New York e
which accounted for 28 per aetIi of all
adolescent patients.

Data were reported on diagnosis,
sources of referral, type and amount of
service, and disposition, by sex and two-
year-age groups. Although the data are
for terminated patients, they are gen-
erally descripfive of clinic admissions
because of the short duration of clinic
services for most patient&?

Patient Characteristics

..;e end Sox

Figure 1. shows an unequal cusu:bu-
tion in the number of adolescent pa-
tients over the ten-year range; the larg-
est proportion was the 14-15-year-

1863
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Figure 1Number and Rate by Age and
Sex, Adolescent Patients Terminated
from 788 Outpatient Psychiatric Clinics,
United States, 1962.

olds and the smallest, the 18-19-year-
olds. The sex ratio decreased with age
from 2.6 boys to each girl at 10-11 years
to about the same number in each sex
group at 18-19 years. The clinic utiliza-
tion pattern by age and sex is similar
when calculated as a rate (number of
patients per 100,000 civilian popula-
tion) (Figure 1).

Mental Diserders

The disorders with greatest impair-
ment (brain syndromes, mental defi-
ciency, and psychotic disorders) as a
group were reported far less frequently
than the less severe disorders (personal-
ity disorders, transient situational dis-
orders, psychophysiologic disorders, and
psychoneuroses)-16 per cent of all pa-
tients with the more severe disorders,
and 60 per cent, the less severe (Table

1514

1). Overall. 3 per cent of the adoles-
cents were diagnosed as without mental
disorder while 20 per cent were reported
as undiagnosed. The proportion undiag-
nosed was 30 per cent of the untreated,
but only 1 per cent of the treated patients.

Decreasing relative frequencies with
age were reported for the following dis-
orders (Figure 2): brain syndromes,
mental deficiency without known or-
ganic cause, and transient situational
disorders which showed a particularly
sharp drop in the late teens. In contrast,
the following were diagnosed relatively
more frequently among older adolescents
and showed sharp increases in the late
teens: personality disorders, psychotic
disorders, and psychoneuroses (for girls
only).

Convulsive disorder was the most fre-
quent brain disorder throughout the
adolescent years, but particularly in
younger ages (Table 1). Schizophrenic
reaction, childhood type, was predomi-
nant among younger psychotics, and
cbronic undifferentiated type among
older ones. Anxiety reaction was the
most common psychoneurotic disorder;
however, depressive reactions increased
in frequency with age among girls, be-
coming almost as frequent as anxiety
reactions. Passive aggressive disorder
was the principal personality diagnosed.
Schizoid personality was relatively
more frequent among older boys than
younger boys, and emotionally unstable
personality among older girls.

Referral Source

The school was the predominant re-
ferral agent for both boys and girls
from 10 through 15 years of age (see
Figure 3). Referrals by private physi-
cians or self, family or friends, were
also relatively frequent for young girls
and for both boys and girls in the late
teens. For adolescents from 14 to 17
years of age, particularly boys, courts
were also a frequent source of referral.

VOL. 55, NO. 10, A..
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Services Received

Proporgon Treated

Overall, only a third of all adolescent
patients were treated; the remaining
two-thirds received only intake or other
diagnostic services including evaluation
for other agencies (Figure 4a). The
proportion treated generally increased
with age, from about 31 per cent for
those less than 15 years to 38 per cent
for 18-19-year-old boys and 48 per cent
for the older girls. Those referred by
family, friend, or by private physician
generally were more likely to receive
treatment than patients referred by
community agencies.

Relatively high proportions of the fol-
lowing patient groups were treated: psy-
choneurotics, older psychotics, younger
convulsive patients, those with psycho-
physiologic disorders, and older boys
with schizoid personality (Figure 4b).
Relatively few mental retardates re-
ceived treatment service..

Numbor of Person-Intorviows

The median mimber of interviews for
all adole scent patients was four (Table
2). About a fourth received from five
to nine interviews and 10 per cent, 25
interviews or more (long-term treat-
ment). The median was considerably
higher for treated than untreated pa-
tients, 14 compared with three.

Judging by the number of interviews,
treated boys received somewhat more
service than did treated girls in all but
the oldest age group (Figure 5). The
median number of interviews for both
boys and girls also was considerably
higher for the younger than the older
patients. In part, the larger number of
person interviews for younger patients
reflects the greater involvement of par-
ents, or other significant persons in the
services provided to the younger adoles-
cent (Table 3), since each person pres-
ent at an interview is counted.

In approximately 10 per cent of all

OCTOBER, 1%5.

cases and 1 per cent of the treated
cases, the parents were seen without the
adolescent. In ma- of these cases,
parents either were referred elsewhere
after the initial interview or failed to
return. The proportion 3f e rses in which
the adolescent patient was not seen was
much smaller among older adolescents.

Disposttion

Overall, alrut a third of the adoles-
cent patients withdrew from service on
their own or their parents' initiative, a
third were terminated by the clinic
without referral elsewhere, while the re-
maining third were referred to some
other community agency for fPrther
service (Table 4a). As might be ex-
pected, patients who were treated were
more likely to withdraw or to be termi-
nated by the clinic without referral,
than were nontreated patients.

Rates of self-termination and of
termination by clinic without referral
were generally higher for girls than for
boys. With increasing age, the rate of
self-termination for both sexes in-
creased while that of nonreferral de-
creased. The peak ages for referrals to
other agencies for further care were
during the middle adolescent years.

The more serious cases (brain syn-
dromes, mental deficiencies, and psy-
chotic disorders) tended more than
others to be referred to other commu-
nity agencies and institutions rather
than to receive alternative dispositions
(Table 4b). For the mentally deficient
patient, the school was not only the
principal pathway to the clinic, but also
the agency to whom the patient was re-
ferred for further service. The princi-
pal agency to which patients wios brain
syndromes and psychotic disorders were
referred was the inpatient facility; for
psychoneuroses, most frequently other
outpatient facilities but also social serv-
ice agencies and, at older ages, inpa-
tient facilities. The major agencies to
which referrals were made for those

IUS
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with personality disorders, including
transient situational disorders, were
courts and correctional units, and for
girls, social agencies.

In general, patients who were referred
by community agencies, particularly
courts and social service agencies, were
least likely to withdraw and most likely
to be referred back to the same agency
for further care, a reflection of the fre-
quent use of the clinic as an evaluating
service only (Table 4e). In contrast,
family and physician referrals were
more likely to result in the withdrawal
of those clinic services which terminated
in treatment or referral to some other
type of psychiatric or other medical
agency for further service.

Treated patients receiving relatively
large numbers of interviews generally
were terminated without referral, as
might be expected. If not, they most fre-
quently were referred to either outpa-
tient psychiatric services or to social
service agencies (Figure 5).

Discussion

The findings presented in this study
lend themselves to several interpretations,
and may give us some eines for de-
veloping programs uniquely suited to
the adolescent years.

A major finding, that the 14 to 15-
year-olds have the highest clinic utilisa-
tion rates, may represent a higher true
incidence of emotional disorders or may
reflect increased anxiety on the part of
sinificant adults at their inability to
cope with the adolescent when he
reaches this age. particularly in the
case of boys. Adolescent boys express
their inter- and intrapersonal conflict in
sullen moods and acts of defiance,
while the 14 or 15-year-old girls are
often referred because they are listless,
depressed, and "not making it" so-
cially, rather than because of acting out.

The consistently higher rates for boys
than girls in mid-adolescent years corm-

OCTOBER. 1145

spond with their relatively high rate
of "appearance" at other "trouble
handling" agenciesthe police, juvenile
court, the principal's office." The clinic
may be used by school, police, and
court personnel as an extension oi their
attempts to control or modify behavior,
particularly of mid-adolescent boys.
Though the clinic may relieve the child's
disturbance, despondency, and anger,
his behavior often is in response to the
lack of meaningful educational or job-
twining opportunities and of a satisfy-
ing role in the community, thus re-
quiring society-wide action.

Now let us look at the drop in the
rates for boys in the later teen years.
This probably reflects not fewer prob.
lems or lessening anxiety among boys,
but a decrease in the forces compelling
a boy to stay in school. After the age
of 16, the school can use or threaten
expulsion as a means of controlling be-

Flame 4aPer cent of Patients Who
were Treated, by Age sea Sex and by

Referral Source* and Sex, Adolescent
Patients Terminated from 788 Out-patient Psychiatric Clinics, UnitedStates, 1962.
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havior. Further, the need to appear in-
dependent and self-sufficient in order to
live up to the masculine image makes
it more difficult for the older adolescent
boy to seek or accept help.

On the other hand, girls, whose clinic
rates change little during adolescent
years, are permitted by our culture to
accept help more readily (and as sta-
tistics for adult clinic patients show, do
sa in even greater numbers when they
become young women).2 Our study in-
dicates also that during the later adoles-
cent years, anxiety and depression reac-
tions increase in girls. This may be due
in part to the pressure of having to
make life choices, such as whether or
not to go tO college, seek vocational
training, work, or get married.

It should be noted here that the drop
in rates at 18 to 19 years of age re-
flects the utilization of psychiatric clinic
services only. Mental health services re-
ceived by this age group in college
health or counseling units are not in-
cluded in these data.

At this point we might mention an-
other interpretation of differences in the
characteristics of patients: the selection
by the clinic of clientele which they
feel respond best to the kind of service
offered. Psychotherapy requires con-
siderable commitment and participation
on the part of the patient, often over an
extended period of time. Those patients
who are preoccupied with self-examina-
tion and willing to talk about themselves
best fit the requirements of the psycho-

1570 VOL 55. NO. 10. A.J.P.N.
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therapeutic regime. These factors, in addi-
tion to the patient's pathology and kinds
of services requested by the referral
agency, probably account for much of
the difference in type and amount of
service received by adolescent patients
and the dispositions made.

As reflected from these data, schools,
as a major refetral agency, identify dis.
turbed children, many of whom develop
more serious illnesses when they are
older. A study of school male adoles-
cents who later became schizophrenic
indicates that these students were recog-
nized to be significantly different from
a control group of peers in skills, school
adjustments, and personality character-
istics.1° Our data on diagnosis shows
that until age 18, the largest proportion
of patients were diagnosed with tran.
sient situational personality disorders.
This may be partially due to the re-
lucta.t.,- of the psychiatrist to place a

label of a serious disorder on a young.
ster when his identity may be in flux,
especially on the basis of only a few
interviews, or this may be due to the
lack of adequate technics for such early
identification. The increase in the num-
ber of older adolescents diagnosed as
psychotic or psychoneurotic may indi-
cate, in part, that as the patient grows
older, the seriousness of his disorder
becomes more evident. Further research
in the early identification of potentially
serious mental disorders in adolescents
is needed.

Our data suggest that parents are
more frequently involved in service re
ceived by younger adolescents. Another
area for further investigation concerns
the differences, if any, in the length and
type of service received related to the
parent seen. For example, if both par-
ents are present during the intake in-
terview, is there a greater chance of

Table 2-1nterviews by Age, Total and Treated Adolescent Patients Terminated from
788 Outpatient Psychiatric Clinics, United States, 1962

Person-interviews Total
Age at admission

10.11

veers
12-13
veers

14-15
veers

16-17
Years

18-19
veers

Total number of patients

7ercent receivine:

1 interview
2 interviews
3 - 4 interviews
5 - 9 interviews

10 - 24 interviews

25 or more interviews

Median

Number of treated Patients

?orcent receiving:

1 interview
2 - 4 interviews
5 - 9 interviews

10 - 14 interviews
15 - 19 interviews

20 - 24 interviews
25 or more interviews

Median

3.2A.76

16.0
15.6
19.5

24.0
14.7
10.2

17.795

2.3
11.9

22.1
16.0
10.2

7.2
30.3

14

12.258

13.4
12.9
18.1

25.6
15.7
14.3

6

3.984

0.9
6.8

17.5

14.5
9.7
7.8

42.9

20

12.083

13.9
14.3
18.5

25.2
16.0
12.0

5

3.840

1.5

7.1
18.0
16.7
10.8

8.4
37.5

18

13.592

15.7
15.9

20.7
24.9
14.4
8.4

4.017

1.3

10.2
23.2
17.7
11.6

7.9
28.0

14

20112

17.4
17.7

20.3
22.5
13.9

8.0

1012

2.6
14.6
26.1
16.3

10.2
6.8
23.3

12

6.558

23.0
19.7
20.1
18.7

12.3

6.1

3

2.815

6.3

24.7
27.8
14.5

8.1

4.3
14.2

8
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treatment? If the father is involved, is
there any difference in service or out-
come?

The implications of the self-termina-
tion rate (one-third of all adolescents)
require further study, as does also the
actual postclinic experience of all pa-
tients. A useful approach to the evalua-
tion of clinic services to adolescents is
through the collection of longitudinal
information on the patient's psychiatric
characteristics, and on services received.
Such information, now being obtained
systematically through psychiatric ease
registers," should yield useful clues on
the effective role of the clinic in the
patient's total psychiatric life experi-
ences.

These data may serve as a basis for
re-evaluating "impressions" regarding
acceptability of certain types of cases.
For example, court referrals, often con-

sidered uncooperative, show no higher
withdrawal rates than other cases when
referred for treatment.

What are the program implications
of our data? Pressures for decision con-
tinue to increase during adolescence.
These pressures may be relieved some-
what through the development of pro-
grams in schools through which chil-
dren can learn to handk stress more
adequately." As an 'Ample, for those
going on to college an anticipation of
what they will encounter on the cam-
pus van go a long way toward reducing
anxiety, easin7 transition. and thus per-
haps n during college freshmen drop-
outs. Similarly, the trade or work-hound
youngster c.ut he assisted in self-accept-
ance of a* lens socially esteemed role.

These data indicate ;hat the schools
are tlu. prhnary source of referrals to
clinics. This role cannot be overempha-

1572 VOL 55, NO, 10, A.J.P.N.
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sized. The school has a unique ad-
vantage in relating to virtually all
adolescents and thus being able to idea-
tify existing or potential disturbances.
Schools are very effective in encourag-
ing a family or child to seek help. De-
lays in referral of adolescents, whose
difficulties have been quite obvious to
the school from the age of 10 or 11 or
earlier, must be avoided if serious die-
turbances are to b.. r -.Tented. By senior
year of high school, . some areas, more
than a quarter of le students have
dropped out."

Once a child has left school, there is
no institution which has continuing con-
tact with or responsibility for him.
Whether or not the older adolescent will
seek help later on will depend upon his
own sense of discomfort, or upon the
development of obvious and disturbing
psychopathology which may result in
conflict with the law and other social in-

stitutions. The public health nurse in
her general nursing work with families
can be instrumental in referring the
adolescent school dropout in need of
help.

The public health nurse in ha work
with schools, traditionally serving as a
major link between the school and the
home, and the teacher and the child,
can become increasingly concerned with
the child's mental health, particularly
as physical health problems decrease.
A variety of services can be provided by
the public health nurse, such as case
identification, family counseling, health
guidance, interpretation of the adoles-
cent's home situation and developmental
problems, liaison with the school and
the clinic in relation to and with the
adolescent in trouble. Although public
health nursing services are available to
many school systems, either formally or
informally, much more can be done to

Table 3-Person Interviewed, by Age of Patient, Total and Treated Adolescent Patients
Terminated from 754 Outpatient Psyeldatrie Clinics, United States, 1962

Person seen (interviewed) Total

Total number of patients its532

22.1
50.6
11.9
5.7
.7

8.?
.2

am§

Interviews witlis

Patients only
Patient, parent(s) only
Patient, parent(s), others
Patient, others only
Parent(s), others only
Parent(*) only
Others only

Blitir.sLtgligslagtilasig
?wont or ostionto by

IstatareuctElp
Patiente only 21.1
Patient, perent(s) only 59.3
Patient, parent(s), others 14.6
Patient, others only 4.0
Paront(s), others only .2
Parent(s) only .7
Others onlY .1

4fre at admission

10-11
MOWS

12-13
rears

14.15
years

16-17
Tears

18-19
Mrs

§-AU

9.9
60.7

13.4
3.5
.8

11.6

4.8
73.5
184
1.9
.2

1.1

.1

nag?

12.7

57.4
13.,
4.7
.7

10.5
.2

1,321

7.9
70.3
18.2
2.4

.3

.8

.1

JIM

17.9
$2.3
13.1

6.4
.7

9.3
.3

12161

14.1

65.8
15.6
3.6
.1

.6

.2

LA42

28.7
45.6
11.0
7.2
.6

6.6
.3

2A9:a

28.6
52.9
12.6
5.2
.1

.4

.2

61.2
23.8
4.7
8.1

.2

1.8
.2

2,212

62.8
23.6
5.6
8.5
.1

.3

OCTOM. UU 1113
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develop this valuable professional re-
source.

Finally, a major area for further de-
velopment concerns coordination of ac-
tivities between clinic and school. Both
must be aware of the limits and re-
sponsibilitim of each other's role in pre-
paring the child for adulthood. To this
end, increased communication between
school and clinic with regard to specific
children can be fostered. In additior,
the school in its role as a social sys-
tem, by modifying its practices, by
teaching stress management, perhaps
can alleviate some of the anxiety during
the adolescent years and make a greater
contribution to the maturation of youth."
The clinic, through its consultative ac-
tivities, might apprise the school more
systematically and effectively on the psy-
chological needs and problems of all
children during these years. The loca-
tion of clinic teams in the schools on a
regularly scheduled basis may provide
the necessary organizational structure
for both direct service and consultation.
The ready availability of such a service
may avert the large proportion of clinic
and school dropouts.
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State of Massachusetts Department of Youth Services:
a) Background on tie Massachusetts Department of Youth Service..
b) Perspective on History and Strategy for Phasing Out State Juve -tions
c) Brief Description of Funded Proposals to Establish Community Baseu freat-

ment Units
d) Act of 1969Chapter 838, establishing Department of Youth Services

I. STATE OF MASSACHUSETTS DEPARTMENT OF YOUTH SERVICES

(A) BACKGROUND INFORMATION ON THE DEPARTMENT OF YOUTH SERVICES

Every year, the juvenile courts of the Commonwealth of Massachusetts
commit 1,200 to 1.300 children between the ages of seven and seventeen to the
care of the Department of Youth Services. Some of these children are well known
to the clinical staff of the DepartmenV---they have been throufh the commitment
process many times before. Others are new to the juvenile justice system, arrivingat the Department freshly labelled a delinquent, a runaway, a car thief, a "stub-
born child". It is the goal of the Department of Youth Services to provide every
child in its care with the best treatment available to insure that he will never
again be in trouble with the law and to help him make a successful readjustment
to society.

Who are the Department's children? Almost universally, they are the offspring
of Massachusetts' poor. Their parents are generally unschooled and unskilled,
gporadically employed, chronically depressed, and emotionally immature. Many
of the parents have severe drinking problems, some have histories of emotional
illness, several have criminal records. Well over half of the parents have been
divorced, separated, or deserted. The homes of the children are characterized by
disorder and confusion. No more than 40% of these children come from intact
homes. At least 25% are living with their mothers only. Poor performance in
school is common, although most of the children test within the normal range of
intelligence. Many present a behavior problem in school. Some are "battered"
children, having suffered broken bones, brain damage, or severe burns at the hands
of an irate parent. A complete lack of medical and routine dental care is often
noted. In fact, a few children reach the Department suffering from malnutrition.
Some have been bounced from one social welfare agency to another for years until
a deviant act or a complaint brought by the parents to the courts results in
commitment to the Department. Many of the children have a problem with drugs;
some have deep-seated emotional disturbances stemming from parental neglect or
abuse; a few of the girls are pregnant; a few are mentally retarded. Almost none of
the families of these children can afford the services they need.

At the present time, the Department is closing down the large institutions
across the state which have traditionally housed committed and court-detained
children. Due to their size and location, these institutions were unable to provide
the individualized treatment vital to the child's successful reintegration into his
home community. In place of institutions, the Department is offering children a
wide range of community-based treatment options, staffed and managed by trained
personnel and professionals. After thorough medicali dental, and psychological
evaluations, most children will be placed in or near their communities in a prop;ram
tailored to meet their specific needseducationally, vocationally, and psychologi-
cally.

Children in a detention status, that is, children awaiting trial, have in the
past been housed in large institutions. These children will now undergo a radically
different experience prior to trial:

J. B.'s family is hi a state of chaos. Since the time of his parents' divorce, his
father's whersabouts have been unknown. J.'s mother is unable to work since
there are five other children at home. She supports the family on payments
through Aid to Families with Dependent Children (A.F.D.C.). J.'s offense is
"use of a motor vehicle without authority", i.e., stealing a car. Since the time
of the divorce, his performance in school has been consistently poor.

(243)
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The court recommended that J. be held in detention until the time of his trial.J. is residing at a new shelter care facility called Sons of Mary in Framingham.
Eleven other D.Y.S. children reside at the facility; six of the eleven are enrolled
in a nearby school. During the one to two-week period until his trial, J. is involved
in group therapy and intensive individual counselling. With the help of his coun-selor, he is deciding what kind of educational or vocational program would bestsuit him. He is exploring his feelings about his family, his behavior, and himself.
During this time, J.'s counselors at Sons of Mary and a D.Y.S. "Court Liaison
Officer" are working with the court and local agencies to locate appropriate
alternatives to commitment for him. By the time J. goes to court, his court
liaison officer will be able to recommend several options the court may utilizerather than committing J. to the Department.

The Court Liaison Officer accompanies the child to court. He is thoroughlyfamiliar with the juvenile court system and with the child's problems and needs.
While the child was in detention, the Court Liaison Officer researched the services
available to the child in his community. If the child's home situation precludes
his return, the Officer will work with the Department to locate a suitable place-
ment either in a special school or in an approved foster home. If the child's home
is suitable for his return, the Court Liaison Officer may recommend that he be
sent home, provided he receives the services he requires. The Officer then assumesresponsibility for linking up the child with the services.

The Commonwealth's juvenile courts have proven amenable to this optionand have given a great deal of cooperation to the program. It is expected that
The Court Liaison Program will obviate the need for judges to commit children
to the Department when there seem to be no other alternatives open.

A detention program for girls similar to Sons of Mary, but based in Boston,is the Interfaith Shelter Care Facility for girls. At Interfaith, counselors areavailable to the residents on a 24-hour a day basis. Psychiatric consultation will
be provided by the Douglas A. Thorne Clinic for Children. While in residence,
the girls receive educational tutoring and vocational testing. The Department
assigns each child a Youth Advocate Worker, someone whose full-time responsi-
bility is counselling and locating any needed services for each child. Girls fr3m
the area south of Boston are placed in a similar program run by the Brockton
Y.M.C.A. The Westfield Detention Center, The 'Worcester County Detention
Center, The North Shore Shelter Care Facility, and Camp Dorchester will almo
treat detention children from their own regions. By operating a regional state-wide
detention system, the Department hopes to alleviate the problem of overcrowding
which has hampered previous detention programs. Approximately 100 detentionchildren will be placed in foster homes approved by the Department during thetime before their trial.

Children in detention status at Camp Dorchester, owned by the Greater
Boston Y.M.C.A. and located in the Blue Hills, recently enjoyed a new experience.
The children expressed a strong desire to attend a Boston Bruins game. Since
Camp Dorchester is five miles away from the nearest bus line into 18oston, the
children and their counselors decided to hike to the station and home again after
the game. Not one child proved to be a discipline problem and the group thoroughly
enjoyed themselves.

During the past year, the Department has run a Parole Volunteer Program for
children on parole in the Boston area. The program has proven so successful that
it is presently being expanded into all regions of the state. A Parole Volunteer
will be able to give a great deal of assistance to R.G.:R,. G.'s parents were recently divorced; R. becomes tearful whenever the
subject is mentioned. His deviant behavior seems to have been an angry reaction
to the breakup of his parents and the resulting confusion in his family. R. wants
to go home to his family and enroll in a trade school for auto mechanics. If his
return home is to be successful, R. will need a male figure who can offer him
strong support and guidance. The Department is ssigning R. to the care of a
Volunteer Parole Aide. Parole Volunteers, located throughout the state, havebeen trained by Department clinicians and have a thorough understanding of
the child's specific emotional needs. An intensive one-to-one therapeutic relation-
ship between R. and his Aide began when R. was committed to the Department.
R.'s Parole Aide will be in continual contact with him. If R. should need any
service, for example, a remedial course for school, a visit to the doctor or dentis t
or psychiatric consultation, his Parole Volunteer will locate the service in his
community and accompany him. The Parole Volunteer will help R.'s family by
locating any services they might need. R. and his Aide will participate in group
sessions with other children and their Volunteers weekly.
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Children who need to come to grips with their problems in a stable, supportive,
environment or who cannot return to disordered, chaotic homes may become
residents at any one of 20 group homes located around the state. Ten to twelve
children reside in each home, located close to their communities. The group home
is a therapeutic community designed to help the child understand his behavior
and the motivations which prompt it through intensive therapy conducted in
an atmosphere of trust and mutual support. Children may reside in the group
home for three or four months, or longer if necessary. While in residence, children
receive group and individual counselling, psychiatric consultation, educational
testing, and vocational guidance. Those children who wish may be enrolled in
the local school; some divide their time between school and work; others receive
in-house educational services. Both staff and children participate in the upkeep
of the home.

M. W. is a fifteen-year-old boy who was committed to the Department as a
"stubborn child". His parents are divorced. His father is believed to be residing
in the mid-West, although his exact whereabouts are unknown. His mother, who
has made an appearance in court on a narcotics charge, supports herself by prosti-
tution. M. was a neglected child; before commitment, he had not been to a doctor
or dentist in years, his nutrition was sporadic and poor, and his school attendance
was limited. In spite of his above average I.Q., M. was not able to function in
school. Most probably, M. w:-.46 committed to the Department in order to remove
him from his home situation, since several other agencies had tried to place him
without much success. He has been committed to the Department several times
in the past.

M. has been placed near his home in a group home called Genesis II in Spring-
feld. Six other D.Y.S. boys reside there at the present time. A married couple,
both of whom have extensive experience working with children, act as "house
parents," and two other counselors are in residence. M. and the other boys work
with the staff in maintaining the house. A "chore wheel" is rotated weekly to
assign each child a task that is his responsibility.

During the day, M. attends the school operated by Genesis II along with a
few of his housefellows. He is receiving remedial education to bring him up to
his grade level in school. Shortly, M. hopes to be able to enroll in the nearby
public school. Two of the boys have chosen to attend the Genesis II school half-
time while spending their mornings as apprentices to a local printer and a local
mechanic.

In the evening, the staff and the children meet for a group therapy session
where the youths discuss their problems and feelings. A local psychologist is in
attendance and is available to d.o psychological testing. Whenever a child needs
to discuss a problem, he meets with one of the resident counselors. Medical
emergencies ate handled by a local physician and dentist. After the evening
meeting, some of the boys go bowling, others learn leatherwork from a local
craftsman, and some make use of recreation facilities in the Y.M.C.A.

During the summer, all the boys are engaged in some kind of work. Some help
the Springfield Action Commission raking leaves or mowing lawns. Others shift
their apprentice work to a full-time basis. The group takes field trips on weekends
and attends local movies.

Those children who need to remain in the group home for a longer period may
stay on if the staff and the Department think it advisable. For those boys who
can return home, a Parole Volunteer is assigned to make sure the child and his
family can receive any needed services. Twenty group homes located throughout
the Commonwealth will be able to treat 800 or more children each year.

Not all the children who are committed to the Department can be placed in the
community. The Department estimates that 5-10% of its children have severe
emotional problems that require intensive treatment in secure settings. Almost
every one of these children has a long history of abuse, neglect, and often violent
rejection by his family. Some of these children are highly suicidal, most suffer
massive depression, and almost all are behavior problems. For this group, psycho-
therapy is essential and full-time supervision a necessity. Wings of the judge J. J.
Connelly Youth Center and The Worcester Detention Center are being redesigned
to meet this need. These long-term intensive treatment units are to be staffed by
two psychiatric teams from the Human. Resources Institute, Inc., a private pro-
fessional psychiatric corporation which will emphasize the establishment of a
therapeutic community milieu within both units.

Homeward Bound, a D.Y.S. program that has proven highly successful over the
past few years in dealing with first commitment children, is presently undergoing
large scale expansion and a shift in program emphasis. Two Homeward Bound
programs, located in East Brewster and Middlefield, are beginning to treat court
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referred rather than committed children. Further, the Middlefield program is now
opened to girls as well as boys.

Homeward Bound is modelled on the international Outward Bound Program
which stresses physical and emotional fitness through a strenuous outdoor physical
fitness -component where children learn to exceed their own expectations and
bolster their self-confldence, and a "solo" component, where the youth goes into
the surrounding woods armed with his new survival skills. The program is par-
ticularly well-suited for older adolescents whose problems at home and difficulties
at school have reinforced a se,,se of personal inadequacy. Small group meetings
and counselling sessions durin, the first four weeks of the program help the youths
to deal with conflicting emotions and self-doubts.

Specialized placements are now being utilized by the Department for children
with problems the Department needs outside help to serve:

C.T. is eighteen years old, unmarried, and pregnant. She wants very much to
keep her baby. C.'s mother WAS divorced and remarried, and both her mother and
step-father are employed. Her counselor feels that C. should return home after
the baby is born and that C. will heed help in locating a part-time job and reliable
baby-sitters.

C. is residing at Marillac Manor where she is receiving good prenatal treatment
and education in infant and child care. She is also receiving counselling services to
help her deal with her problems. After the baby is born, a Parole Officer will be in
close contact with C. and help her get established in her home community.

R. L. is a seventeen-year-old youth who was committed to the Department as a
runaway. R. is mentally retarded, cerebral palsied, and has a deformed arm and
leg. He suffers from intense depression and has masochistic tendencies. R. has been
placed at Rockland School for Exceptional Children where he receives expert
psychological treatment and special education classes.

T. B., age 17, has a drug problem. T.'s mother has had four known marriages,
although there have been many other men who have lived with her and her four
children. T.'s father, who has a lengthy criminal record, refuses to recognize T.
as his child. T. has lived in more than 14 foster homes and has had contact with
several social welfare agencies. T. has been in trouble with the law since he was 13.

T. has been placed in a program called Adolescent Counselling in Drugs (ACID)
in Malden. The program is geared to treat children ages 17 and under who reflect
drug problems as well as a whole array of developmental problems. The objective
of the program is to help each youth understand himself and his present life
patterns so he can modify his behavior and self-image. ACID is a program which
is closely tied to the services offered by the Malden Community. T. will reside at
ACID anywhere from three to six months, although he will remain in the program
on an outpatient basis after he leaves for a foster home. Other drug treatment
programs utilized by the Department will include Liberty Street Associates on
the North Shore, The New Perspectives School in Brookline, Hyde Park House,
Spectrum House, now at the Industrial School for Boys at Shirley, Transition
House at Topsfield, Mass Transition in Roslindale, and others.

The Department of Youth Services is deeply involved in helping children who,
due to personal problems of any nature, have gotten into trouble with the law.
The Department is providing each child with a specific treatment plan geared
to his own personal needs. Because each child'a needs are different, a wide array
of treatment modalities needs to be made available to the Department's children.

It is the belief of the Department that, whenever possible, a child should be
treated within his own community. Local courts, police and school systems have
expressed their willingness to help these youths reenter community life. The
Department will be responsible for insuring that these children receive all the help
they need both during the time they are under the Department's direct care and
after they leave. Thorough evaluations, creative programs, sophisticated treatment
and therapy, and community support are the means vital to achieving rehabilita-
tion for cluldren who have so many needs and have in the past received 80 little
constructive help.

(a) PERSPECTIVE ON HISTORY AND STRATEGY FOR PHASING OUT STATE JUVENILE
INSTITUTIONS

The Department's objective to close its large tr ining schools has to be seen in
the perspective of a national revolution in treatment of not only delinquents
but the insane, criminal, orphaned and poor. We no longer are able or willing to
treat or punish these groups of people as inmates of incarcerating institutions.
Reformatories and training schools (or houses of refuge) are going the way of
almshouse or orphan asylums. Viewed within an historical perspective on the
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institutionalization of deviant or dependent people, back to the early 19th
century, the Department of Youth Services awl the Commonwealth of Massa-
chusetts are merely one decade ahead of the rest of the nation in the degree to
which we are moving away from the incarcerative mode of coping with juvenile
problems.*

Increasing reliance on probation and parole, to decrease the distance between
juvenile and community, is a national trend designed to reduce reliance upon
incarceration of both children and adults. However, in our judgement, the
proponents of deinstitutionalization may promise and expect too much in terms
of effecting "cures" for anti-social behavior in community-based programs. It is
important to explicitly state what we know and what we do not know.

We know that:
incarceration in training schoolz (or other correctional institutions) is in-
humane by current standards, destructive and humiliating of inmates even
under the best of circumstances, educates youth in the ways of crime and
anti-social behavior, is incredibly expensive as either a correctional or
rehabilitative method, and that these infantalizing, corrupting and expen-
sive characteristics are inherent in institutions and not susceptible to
reform.
juvenile corrections institutions, in Massachusetts or elsewhere, do not:
rehabilitate anybody, produce lower rates of crime, or decrease chronic
recidivism.
community-based programs (probation, parole, group homes and half-way
houses, foster care, volunteers and advocates) will do no worse than the
incarcerating institutions, and the price to societyin human and financial
termsis bound to be much lower.

We do not know that:
community based programs for prevention and treatment of juvenile
delinquency will solve the current problems of youth crime or related
family breakdown, or reduce the number of juveniles appearing in courts.
the adjudication and commitment rate of juveniles in the State will be
lowered since it is dependent on many factors which have little to do with
previous .incarceration of the youth, such as location of the court, judge
in session, social and economic status of family, adequacy of legal counsel,
alternatives available, etc.

In sum, the Department's strategy for deinstitutionalization is based on some
simple and realizable goals and not on some fanciful notions of reform, based on
techniques which social science has not yet invented. The strategy is to ameliorate
existing conditions in the most humane ways possible at the most economical
level of financial cost, to conserve the scarce resources of the Department, State
Government and the taxpayer. Included in this strategy is a number of secure
intensive treatment units, as places of last resort, which hopefully will prove
rehabilitative for hard core recislivists, highly disturbed, dangerous youth.

STATUS OF DITS INSTITUTIONS

The Industrial School for Boys at Shirley was closed on January 3, 1972. The
population of 60 children was placed, according to individual needs, in group
homes, on parole, on intensive parole with private agency casework services, and
in other DYS facilities.

The Lyman Training School was closed to new intake on January 16, 1972.
Most of the original population of 150 children has been placed in community
programs, on parole, or at the Conference at the University of Massachusetts (see
rationale below). As soon as the intensive treatment programs at Worcester and
Roslindale are operational, the remaining 20 children will be moved to one of
these units.

The Industrial School for Girls at Lancaster will be closed by May 1, 1972. Three
remaining cottages which have developed highly successful treatment programs
will be contracted out to private sources and relocated in separate communities.
The rest of Lancaster will be placed through a prouess similar to that whieh was
employed at the Lyman School.

As of January 2 the facility at Oakdale serves as the Department's new reception
center, where children are medically and psychologically evaluated for placement.
The 19 committed children formerly at Oakdale have been placed in a variety of
home and residential settings.

*See attached articles: "A State Decides to Stop 'Warehousing Kids'," National Observer, January 1, 1972,
"Massachusetts Reforms to Doom Youth Prisons," New York Times, January 31, 1972.
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The former Worcester Dentention Center and the Judge J. J. Connelly I outhCenter in Roslindale are currently being reorganized to meet the needs of youthrequiring intensive psychiatric treatment in a secure setting. Each facility willbe able to accomodate about 20 youths. Youth in a detention status who requireintensive supervision will be shifted to Roslindale.
Westfield Detention Center will continue to treat detained youth and, on alimited basis, function as the reception facility for Western Massachusetts.

RATIONALE FOR THE CONFERENCE AT THE UNIVERSITY OF MASSACHUSETTS

1. The process of assessing the placement needs and requirements of our youthis best handled in a setting which permits the youth to freely express their feelingsand thoughts about themselves, their past and future, i.e. (1) a non-institutionalizand thoughts about themselves, their past and future, i.e. (1) a non-institu-tionalized setting, (2) where the role of the youth is not that of an inmate, (3)where the potential placement options can be thought through and tested overtime with a single concerned person, and (4) where the setting enriches thecontent of the decision-making process on education and achievement and investsthe "turf" with positive feelings.
2. The ideal vehicle for the learning and decision-making process re return tohome or placements is an educational institution, where the content of the exper-ience is analogous to the Upward Bound program.
3. Role models are more important in the process of defining future expectationsfor performance among delinquent youth than any other factor and an educa-tional institution proves intensive role model contact and experience.4. Emptying institutions requires a holding program operated on a non-institutional basis, for the reasons stated above, which stresses one-to-one rela-tionships between helper/advocate and youth, to individualized the process ofdeinstitutionalizing youth.
5. The opportunity was available to utilize the University of Massachusettsto accomplish the above objectives. If the University and its student organiza-tion, JOE, had been unavailable, the plans for phasing out Lyman and Lan-caster would have been delayed, as originally scheduled for up to 2 months. Inthis sense, the Conference at the University of Massachusetts was opportunisticin the best sense of the term.

PROJECTED CHANGES OVER THE NEXT 6 MONTHS

Secure Intensive Care Units
Commencing immediately the secure units at Worcester Detention and Roslin-dale will treat dangerous and highly disturbed youth. These two units will bestaffed by teams combining carefully selected Department personnel and privatepsychiatric and social work resources purchased from organizations such as theHuman Resources Institute, Inc., based in Brookline. A third secure intensivetreatment unit, using a similar staffing pattern, will be opened in the Westernareas of the state by May 1, 1972. In addition, a maximum security detentionunit will be established at Roslindale to handle the limited number of detainedyouth requiring incarceration.

Services for Children Referred by Courts
The Department is going to place an increasing emphasis on working withfirst and second offenders. To avoid the stigmatization of an adjudication of"delinquent", the Department will provide the courts with alternatives to adju-dication on a referral basis. The first of these programs is the ForestryProgrammodeled on the Outward Bound School and located on the Cape at Brewster.Each region in the state will be allocated a proportionate number of Forestryslots for boys aged 14-17 eligible to participate in the six week program. Wehope to offer this same program for girls by June 30. The first class to be ad-mitted on a referral basis will be February 5th with the next intake date set forthe first week in March.

Court Liaison Program
In large measure the success of deinstitutionalization is dependent upon goodcommunication between courts and the Department. To facilitate our abilityto respond to the courts' needs, during the month of February we will be placing
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liaison personnel in a number of courts to help develop community remedies
for children in trouble and assure the most suitable care available for those youth
placed in the custody of the D YS.
Detained Youth Advocate Program

The Detained Youth Advocate Program, to be implemented March 1, will
employ 100 Youth Advocates from seven major urban areas of Massachusetts
to provide intensive counselling and referral services to one or two detained youths
living in their homes. Specifically, the objective of the Youth Advocate would be
to spend the seven to ten days between arraignment and adjudication working
with the adolescent, talking with the family, and exploring as many community
resources as are available. The Youth Advocate, with the assistance of probation,
could then make recommendations to the court, which if accepted could be put
into effect immediately. In this way the arraigned youth would avoid commit-
ment to the Department of Youth Services facilities as well as not being subject
to the maximum security detention unit.
Parole Volunteer Program

This program began a year ago with carefully selected and trained volunteers
assigned initially to positions as supportive friendship counsellors or tutor-ad-
vocates in academic, occupational, vocational, or social skills. The paramount
goal of the Parole Volunteer Program is to develop an effective after-care treat-
ment plan for every parolee in the Department through the use of volunteer
services. The operation of the program is currently limited to the Boston and
Worcester areas with 110 volunteers working with an equal number of children,
spending an average of two evenings and a weekend day with each child. Plans
call for expansion of this service to other urban regions, starting with Springfield,
Lynn, Fall River and New Bedford.
Youth Advocate Program

The Department's unique Youth Advocate Program funded by the President's
Emergency Employment Act (P.L. 50-42) and channeled through the Depart-
ment of ManpowerOffice of Human Services, currently employs 35 Youth
Advocate Workers from seven major urban areas of Massachusetts to provide
intensive counselling antl referral for one to three youths in the home of the
Youth Advocate Worker. During the youth's stay with the Youth Advocate
Worker, he may enroll at a local public school or any specialized or vocational
school in the community and may take part in community-sponsored programs
(e.g. YMCA, drug programs, Big Brother Organizations, etc.). The Youth A.dvo-
cate Worker accompanies the youth on field trips and participates with him in
recreational activities. In addition, the Youth Advocate Worker will serve as a
referral agent by making psychiatric counselling, medical care, family counselling,
and school counselling available to the youth, as needed.
Expanded Use of Existing State-funded Private Group Homes

As an alternative program for those children not requiring secure intensive
care, the Department will double its purchase of private group home care. Two
years ago fewer than 40 children in the Department's custody benefitted from
these group home and half wa7 house programs. By last July, the figure rose to
150 children and today 200 children are in group residential settings.
New Federally Funded Group Homes

Through Law Enforcement Assistance Administration (LEAA) funding, the
Department is contracting for a minimum of 17 group homes to house at least
200 youth at one time and at least 600 youth annually. In February, at least 7
of these group homes are expected to be operational, another 4 in April and 6
more in May.

STAFF OPTIONS

Employees at the D YS institutions have been presented with a wide range of
positions open in the new programs. Employees will make written request for
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reassignment based upon their assessment of their skills and employment goals.The following positions are open in all seven regions:
PositionsFacility/area :

Group Homes Counsellors.
Reception and Detention Cen- Teacher-counsellors, group workers, clerks/ters. secretaries, transportation workers, cooks/

dietitians, physical education instructors
and aides.

Mobile Maintenance Team- _ - Carpenters, painters, electricians, plumb-
ers, handymen, truck drivers.

Homeward Bound-Forestry Brigade leaders, counsellors, cooks/dietaryCamps. personnel.
Regional Offices (7) Transportation employees, clerks.Communities Regional community workers, placement

workers, parole supervisors, parole volun-
teer coordinators, foster home specialists,
parole agents, community representa-
tives, and foster parents.

RELEVANT BACKGROUND INFORMATION

In 1971, the courts of the Commonwealth committed or recommitted almost1,100 youth to the Department, 968 of whom, or 88%, were placed by the Depart-ment in the Industrial Scholl for Boys at Shirley,the Lyman Training School,and the Industrial School for Girls at Lancaster. The remainder went from thecourts to other DYS facilities: Worcester, Westfield, Roslindale, the ForestryCamp at Brewster, Oakdale, Topsfield, and Hyde Park House. The average costper youth of institutional custody in 1971 was $11,641.* About 50% of the youth
committed to the Department in 1971 resided in 10 cities, with the largest number
from Boston, two-thirds of whom resided in the Dorchester or Roxbury sections,as indicated below in rank order:

Residences of committed youth Number of
paroled

youth
Cities Boys Girls Total

Boston:
Dorchester 85 22 107 65Roxbury 57 4 61 70Remainder 73 11 84 85Springfield 51 11 62 80Worcester 39 12 51 110Lynn

31 7 38 25Somerville 32 2 34 25New Bedford 33 0 33 38Lowell 25 5 30 30Fall River 20 4 24 40Cambridge 13 2 15 30Quincy 13 1 14 14

Total 472 81 553 612

At the same time, as indicated above, on any given day in 1971 in each of these10 cities there would be approximately 612 paroled youth living at home, abouthalf of the paroled youth under the Department's supervision. Unfortunately,
these paroled youth were recidivating at a rate of close to 80% within a year ofparole. Thus it can be said that in effect most youth on parole were only tempo-rarily free pending parole violation, and recommitment to D YS training schools.

Almost 60% of these committed and paroled youth were from AFDC familiesand almost 90% of their families qualified for some form of welfare assistance.
About 60% of the girls and boys, for example, were from broken homes character-ized in most cases by alcoholism problems. At least 25% were living with theirmothers only.

Source: June 1971 Financial Report from each institution. This report gives the average number of youthsfed per day for the fiscal year.
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The keys to closing the large training schools in early 1972 were: (1) flexibh funds
for the purchase of residential care and a variety of services for at least 1200
committed youth in 1972; (2) flexible fund3 to purchase advocacy and counselling
services for most detained youth awaiting trail, aimed at developing for them
alternatives to adjudication and commitment to the Department ; (3) flexible funds
to purchase specialized care under close supervision for 13% of the committed
youth or about 100 annually; (4) the capability to reassign Institutional staff to
positions in regional and community based operations and programs; (3) the
prospect of cooperation from Administration and Finance and the Legislature in
shifting budgetary resources from institutions (other than thcoe necessary for
maintenance and upkeep) to regional operations.

The supplementary appropriation of $1,000,000 for the Departraent's purchase
of service account was the most significant resource in meeting reouirements 1-3
above for flexible funds. In addition, the Department has recetved the first
$325,000 out of at least $1.R3 million of Federal LEAA funds to purchase resi-
dential alternatives and specialized services for committed and detained youth
over the next 12 months. In the second half of fiscal 1972, as part of the process
of closing down its training schools, the Department will spend flexible money
from the following sources:

Sources of program funds, January I-June 30, 1972

1. Purchase of Care (State):
Regular Budget &VW, 000
Supplementary Budget 1, 000, 000

Subtotal 1, 450, 000

2. LEAA Funds:
Group Homes 603, 000
Homeward Bound (Brewster) 116, 000
Detained Youth Advocates 60, 000
Regionalization of Administration and Services 215, 000
Parole Volunteers 40, 000

Subtotal 1. 036, 000

Total 2, 316, 000

Projected Targets for Placements and Services in 1972
In order to provide adequate community based residential and nonresidential

services for committed and paroled youth, the Department projects the following
program targets for this year:

Capacity at
any one time Annual

For youth Who Are

committed Paroled

1. Residential treatment:
(a) Group homes. .
(b) Home Placements and services:

400 1, 000 1, 000

(1) Foster home placements. _______ . _ . 150 200 200
(2) Youth advocates (parole)_ ...... . 120 360 360
(3) Intensive casework services_ . _ _ . 50 100 _ .. _ 100

(4) Volunteers 300 600 600

Subtotal 620 1, 260 1,200 1.060
.7

2. Specialized programs:
(a) Homeward bound .
(b) Secure intensive care for disturbed:dan-

gerous youth

50

50

1600

100

1300

100

Subtotal 100 700 400 ..

Total 2 720 1. 960 1.600 1. 060

Approximately 300 youth annually will be court-referred.
: Abnve does not inctude placement and advocacy services for detained youth. Postparolee services (followup after

release) not included in the above.

75-1190-72 17
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Specifically, the State and Federal funds currently are being used to purchase
the following kinds of community based alternatives to institutionalization:

I. Group residential care programs:
1. Existing purchase of residential care from private group

homes, therapeutic and educational facilities:
a. Number of private residential placement fa-

cilities (See Attachment A) 48
b. Yearly cost per capita $7, 000. 00
a. Number of DYS children placed as of Jan. 14,

1972 175
d. Additional number to be placed by Feb. 28,

1972 25
e. Total number of youth placed annually 400

2. New group homes being established through Federal
funds under Law Enforcement Assistance Adminis-
tration (LEAA):

a. Total number of homes 17
b. Total awarded grants by Jan. 26, 1972 10
c. Number established by l'ebruary 15, 1972 2-3
d. Capacity at any time 200
e. Total yearly capacity 600
f. Total initial per capita yearly cost 1 $10, 229. 00
g. Number of proposals received (See Attach-

ment B) 46
h. Proposals accepted: New England Home for

Little Wanderers, Dorchester; Acid, Inc.,
Malden; Hyde Park House, Newton; DARE,
Bourne-Wareham; SHARE, Lowell; Walker
Horne, Newton-Cambridge; Roxbury Med-
ical-Technical Institute Boston; Groupways,

IInc., Boston; Libra, nc., Cambridge; St.
Ann's Home, Methuen 10

i. Proposed locations for remaining LEAA funded
homes (2 Springfield area, 2 Worcester/Gard-
ner/Fitchburg area, 1 Middleboro area, 1
Lynn, 1 Dorchester/Roxbury area) 7

II. Foster care placements:
1. Funded by Emergency Employment Act (EEA) 70
2. Funded by State purchase of care budget 75

III. Purchase of intensive casework services from private agencies
for children on parole:

a. Number of DYS children 90
b. Cost per child per week $25. 00
c. Agencies currently involved: New Bedford Child and

Family Services, North Shore Catholic Charities,
Boston Catholic Charities, Cambridge-Somerville
Catholic Charities 4

I $9,535 after the first year, including an annual per capita cost of $1,166 for DYS staff allocated to each
group home.

(C) BRIEF DESCRIPTION OF FUNDED PROPOSALS TO ESTABLISH COMMUNITY BASED
TREATMENT UNIT

DARERegion 7
Coed Program-5 boys 5 girls (13 to 17 years old).

Family counselling with youth and family to develop a home environment and
gain support to be constructive in the community

Advocacy techniques will be used in order to create the best opportunities.
Individual and group counselling.
Recreation cultural and educational enrichment programs.
Aid to other community agencies to develop needed human service programs to

meet the needs of youngsters.
Continued supportive relationship will be maintained 4 months after discharge.

AcidRegion 4
Boys Program-12 Boys (17 years and younget).
Three stage program starting with:
(a) Highly structured, closely supervised environment as he begins to exhibit,

his ability to accept responsibility for himself and set his own limits. He will be
allowed privileges and at that time he will be given increasing Opportunities to
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exercise his own decision making ability. Freedom extended to the youth is built
on a privilege system which he earns by fulfilling demands of residence, responding
he earns by fulfilling demands of residence, responding to therapy and becoming
a meaningful member of the therapeutic environment. More freedom is accorded,
without staff observation, including weekends home, as the youth illustrates
responsible decisions concerning his own behavior as well a S that of his peers.

(b) The second phase is to assimilate the youngster back into the community by
involving him in an educational and/or vocational program as well aS initiating
family therapy groups. This is establishing a "State of Readiness" in the famil
for the child to return to the home when diseharged.

(c) Eventually his behavior, as seen in total ie. ability to handle himself in
therapy groups, with his family and in school or on the job, will determine his
readiness to return home or be placed in a long term treatment program. The
individual understands that he determines his own behavior, is capable of estab-
lishing his own limit-setting mechanisms and ultimately this letermines his date
of discharge. ACID staff maintains an on going relationship for at least 4 months
after the youngster leaves the program. The supportive aftercare services will be
arranged according to individual needs.
GroupwaysRegion 6

Boys Program-12 Boys (15 to 21 years).
This program is unique in that Groupways has four facilities in the same

neighborhood all of which embrace both long-term and short-term placements,
youth desiring to remain with the program at the conclusion of their short term
stay may have the opportunity of doing so. This mixing of both committed and
non-committed youth has the advantage providing positive wet models beginning
the first day of residence. Groupways, having been established in 1963 has been
working with local vocational, educational and recreational programs that the
youngsters will participate in while living there. Family therapy will be continued
after the youngster leaves the program to aid in the transition from the group
home environment to the home.
Everett House, New England Home for Little WanderersRegion 6

Girls Program-12 girls (14 to 16 years).
The goal of this program is to help girls in their pursuit of maturity and re-

sponsible independence. Generally the girls behavior patterns and methods of
coping have been counter productive to date. Realizing this, it is necessary to
help the girls develop alternate approaches of coping that capitalize on their
strengths and thohe of their families in a way that establishes a pyramid of positive
accomplishments. The girls are aided in identifying available alternatives and
developing positive decision making abilities. In this way, they slowly learn to be
accountable to themselves and others. The program includes extensive educational,
vocational and family adjustment programing.
LibraRegion 3

Boys Program-12 boys (12 to 16 years).
The youngsters are seen as full scale participants in the activities and the

decision-making of the home; the initial group will participate in drawing up the
operating roles for the house. Each youth will be involved in the total planning
for his stay at LIBRA. The house will operate on a progressive scale of priviledges
earned by illustrating the ability to accept responsibility and act in a constructive
manner. Staff will act as counselor advocates for the youngsters while working out
their problems with their families, school systems, and other community resources.
Youngsters will be contacted on a regular basis for as long as one year after die-
charge to assure smooth transition from the home, back to the community.
Hyde Park HouseRegion 5

Boys Program-12 Boys (12 to 16 Years).
This program is initiated by an interview with the boy's fandly and at this

time a general treatment prograni would be outlined for both the youngster and
his family. For the youngster this would be the residence and for the family it
would involve weekly parent groups, family therapy or individual therapy.
Recognizing the strengths and weaknesses of the boy ane his relations with his
family and chosen peer group, the iirograni can be designed to help the boy
learn positive decision making. Each resident will undergo evaluation of his
(.clucational needs, including establishing the achievement level as well as the
cognitive development level. Youngsters will begin with liniited goal settings
which will include writing weekly sc lf evaluations which are matched with staff
attitude reports. It is in this way priorities for programming are established.

"
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The youngsters are offered non-delinquent patterns of behavior and o.diwational
programs which will help them on discharge.
Roxbury Medical Technical InstituteRegion 6

Boys Program-12 Boys (6 to iS Years).
Experimental and innovative approaches to presenting academic material

will be explored in depth. There will be a strong emphasis on interweaving all
aspects of educational, vocational, recreational and counselling programs for
youth. Debating, creative writing, club activities, special interest groups and
keeping journals will be some of the tools used in the educational component
in order that the youth can more easily identify the hnmediate relevancy of
learning in hh4 day to day life. Efforts are being made to bui1.1 the academie and
vocational programs with materials which would enhance minority group ethnic
identity and pride. When a youngster leaves the program, he will be eneourawd
to continue taking part in the programs. The parent involvement, too, will be
maintained as the location is central.
Walker HomeRegion 3

Boys Program-12 Boys (7 to 13 Years).
Mainly for young boys with severe school adjustment problems. Walker School

has developed an excellent program of teaching appropriate school behavior
which helps the youngster cope with that system which he must deal with the
most hours per day. By providing the child with a repertoire of socially appro-
priaW behavioral responses early in life, he will be much better able to cope with
those aspects of school life which he acted out against in the past. The child is
taught early the importance of recognizing emotions and expressing them in a
constructive manner. Constant interaction with the boy's family will be main-
tained throughout the boy's stay at the group home to avoid a difficult transition
upon return to the family. The parents will be contacted on a regular basis after
discharge to supply support to the total family unit as needed.
SI. Ann's HomeRegion 4

Boys Program-12 Boys (R-14 Years).
Acting out character disorder boys, many of whom have been identified as

emotionally disturbed.
The group home will operate on the principle that all behavior, including the

most flagrant sort o)f acting out is learned and the dysfunctional learing pattern
must be interrupted and substituted with a more constructive learning experience.
The members of .ne home will be inolved in rule making, household organization
and will be responsible primarily to the group as to their behavior and its con-
sequences. A variety od models for the group to learn from and identify with
will be provided by the staff. Educational support programs will be provided
to) help the youngster return to school at the level of his age group. At least once
a week the child will have a family meeting with either one or more members of
his family in order to Anaintain and strengthen family ties whih in t he group hmne.
ShareRegion 3

Bows Program-12 Boys (15 to 17 Years).
Seen as necessary for admission to this group home is a willingness on the part

of the family to) take part in the family counselling co,nponent of the program at
regular intervals. An adult-structured environment is seen as a need. However,
the adolescent in-put will be solicited at specific levels of decision making and
growth. The goal ig to provide an environment with clearly defined roles and ex-
pectations. Orientation in the program includes defining the levels of accomplish-
ment which must be passed through for discharge. Advancement from one level
to the next is a house member and staff decision made in one of the daily meetings.
The group makes recommendations, and if the youth is unable to maintain the
stated criteria of behavior, he is put back a level for a period of time until he
exhibits the ability to accept additional responsibility required until he is able
to function successfully in the community with his family and job or school.

()) STATE OF MASSACHUSETTS ACT OF 1989 CHAPTER 838 ESTABLISHING THE
DEPARTMENT OF YOUTH SERVICES

Chapter 838Ads of 1969
Provides:
SE(..riox 63. The youth se/ vice board, the division ol youth service and the

advisory committee on service to youth are hereby abolished, and the offices of
the members of the youth service board, and director, first deputy director for
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administrative services, second deputy director for field services, and third deputy
director for institutional services of the division of youth service are lwreby
terminated. All powers and duties exercised by said board and division are hereby
transferred to the department of youth sem ices established under section one of
chapter eighteen A of the General Laws, as appearing in section one of this act ;
all powers and duties exercised by the advisory committee on service to youth
are hereby transfernd to the advisory committ in the department of youth
service established under smtion nine of said chapter eighteen A; amd all powers
and duties of said offices of chairman, member, director and deputy director
are hereby transferred to the commissioner of youth services appohlted under the
provisions of said chapter eighteen A or t4) other officers and employees of said
department in accordance with the provisions of said chapter eighteen A.

SECTION 66. All officers and employees of the division of youth servic who
immediately prior to the effective date of this act hold positions classified under
chapter thirty-caw of the General Laws, or have tenure in their positions by reason
o sections nine A, nine B and nine D of chapter thirty of the General Laws, shall
continue to be employees of the department of youth services without impairment
of civil service status, seniority, retirement and other employment rights, and
without interruption of service within the meaning of said chapter thirty-one or
said R.ction nine A, nine B or nine D, and without reduction in compensation and
salary grade, notwithstanding any change in title or duties made under this act.
All officers and employees of said division who immediately prior to said effective
date do not hold positions classified under said chapter thirty-one, or do not have
tenure in their positions by reason of said section nine A, nine B or nine D, shall
continue to be employed in the department of youth service:4 under this act
without impairment of seniority, retirement and other rights, and without
interruption of service within the meaning of said section nine A, nine B or nine D,
and said chapter thirty-one, and without reduction in compensation and salary
grade.

Upon the effective date of this act the status of any employee of any board,
division, bureau, section or other administrative unit under thc) division of youth
service, except those persons and officers appointed by the governor, or the status
of any employee of the advisory committee on service to youth, including the
position of executive secretary to th advisory committee on service to youth, who
immediately prior thereto did not have tenure under section nine A of chapter
thirty or chapter thirty-one of the General Laws shall be transferred to the
department of youth services, established by section one of chapter eighteen A of
the General Laws, inserted by section one of this act. Said incumbent executive
secretary to the advisory committee on service to youth in order to provide
continuity for the newly created advisory committee in the dpartment of youth
services shall continue to serve and shall fill the position of full time executive
secretary to the advisory committee in the department of youth services.

SECTION 67. The term of the commissioner of the department of youth services
first appointed by the governor under the provisions of section one of chapter
eighteen A of the General Laws, inserted by section one of this act, shall, not-
withstanding the provisions of said section one, terminate on the second day of
January, nineteen hundred and seventy-five.

SECTION 68. The commissioner of youth services, in consultation with the
advisory committee, shall study and review tiw effectiveness of the administrative
structure of the department of youth services as provided in seed: Jas. one through
nine, inclusive, of chapter eighteen A of the General Laws, insertAl by section one
of this act, and within one year of the effective date hereof shall report to the
governor and the general court the results of such study and review and his
recommendations, if any, together with drafts of legislation necessary to carry such
recomnumdations into effect.

SECTION 69. The terms of the eight members of the advisory committee in the
department of youth services first appointed by the governor shall be as follow's:
two members shall be appointed for terms of one year each; three members for
terms of two years each; and three members for terms of three years each.

SECTION 70. All books, papers, records and documents in the custody of or
maintained for the use of any board, division, committee or office abolished by
this act are hereby transferred to the custody of the department of youth services.
All petitions, applications, hearings and other proceedings duly pending before
and all prosecutions and legal and other proceedings duly begun by or against
such board, division, committee or office, abolished by this act or before or by any
member, officer or employee thereof, shall continue unabated and remain in full
force and effect notwithstanding passage of this act, and may be completed before
or by the department of youth services. All duly existing contracts, leases and
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obligations of any board, division, committee or office abolished by this act shall
be performed by the department of youth services or by an administrative unit,
officer or employee thereof acting under authority of law. All rules and regulations
adopted by the youth service board and division of youth service abolished by this
act shall remain in effect as rules and regulations of the department of youth serv-
ices until amended or repealed by said department. This act shall not affect any
renewal provisions or option to renew contained in any such lease in existence on
the effective date of this act, all of which on the effective date of this act shall
be transferred to and thereafter may be exercised by the department of youth
services. All property held in trust by any board, division, committee or office
abolished by this act, or by members thereof, shall continue to be held in trust,
and be administered in accordance with the terms of such trust, by the department
of youth services or, if such depsItment shall decline such trust, by trustees ap-
pointed by any court of compete) iurisdiction upon application of nay interested
person for such appointment or f'i instructions in connection therewith.

SECTION 71. AU unexpended balances of moneys heretofore appropriated for the
youth service board and the division of youth service shall be available for ex-
penditures by the department of youth services on the effective date of this act.

SECTION 72. The provisions of this act are severable and if any provision shall
be held unconstitutional by any court of competent jurisdiction, the decisions of
such court shall not affect or impair any of the remaining provisions.

SECTION 73. Physicians and registered nurses permitted by law to treat inmates
at any state institution shall be allowed to treat youths committed to the depart-
ment of youth services in cases of emergency.

SECTION 74. This act shall take effect in October first, nineteen hundred and
sixty-nine, or upon the qualification of the commissioner of youth services ap-
pointed under the provisions of section one of chapter 18A, of the General Laws,
inserted by section one of this act, whichever is the later.
Chapter 6

SECTION 17. (Amended by Ch. 859, Acts of 1969). Certain officers to serve under
governor and council. The army commission, the art commission, the executive
office for administration and finance, the commissioner of veterans' services,
the commissioners on uniform state laws, the public bequest commission, the state
ballot law commission, the board of trustees of the Soldiers' Home in Massa-
chusetts, the board of trustees of the Soldiers' Home in Holyoke, the milk regu-
lation board, the alcoholic beverages control commission, the trustees of the state
library, the state racing commission, the Metropolitan area planning council, the
Port of Boston commission, the Massachusetts commission against discrimination,
the state airport management board, weather amendment board, commission on
aging, the boxers' fund board, finance advisory board, medical, dental and nursing
scholarsuip board, retirement law commission, the Massachusetts aeronautics
commission, the obscene literature control commission, the mobile homes com-
mission, the consumers' council, the nmnicipal police training council, the Massa-
chusetts rehabilitation commission, the service corps commission, the World
War II Memorial commission, health and welfare commission, advisory council on
home and family, state council on juvenile behavior, and the commission on
employment of the handicapped shall serve undur the governor and council and
shall be subject to such supervision as the governor and council deem necessary
and proper.

SECTIONS 65 to 67. Repealed, St. 838, Acts of 1969.
SECTION 68. Repealed, St. 605, Acts of 1952.
SECTIONS 69 to 69B. Repealed, St. 838, Acts of 1969.

SECTION 122. (Amended by St. 838, Acts of 1969). Service Corps Advisory
Couneit.There shall be a service corps advisory council, hereinafter called the
council, consisting of ten members who shall be appointed by the governor for
terms of two years each, and the commissioners of public welfare, mental health,correction, probation, public health, natural resources, education, labor and
industries, rehabilitation, and youth services and the chairnmn of the paroleboard, or their authorized representatives, and the director of the service corps,
as members ex officio. The director of the service corps shall serve as chairman of
the council. The council shall meet at least twice a year upon call of the chairman
and shall meet at any time upon the call of the governor. Its members shall re-
ceive ne compensation for their services on the committee but shall receive their
expens( neef ssarily incurred in rendering such service. The council shall studysocial needs in the commonwealth in areas where services may be rendered by the
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service corps, shall evaluate programs and projects of the corps and shall make
recommendations based on its findings to the commission.

Chapter 859, Acts of 1969, which establishes juvenile courts in Worcester and
Springfield, includes the following:

SECTION 32B. Said chapter 6 is hereby further amended by adding the following
three sections:

SECTION 159. State council on juvenile behavior.There shall be a state council
on juvenik behavior in this section and in section one hundred and sixty called
the council, to consist of the attorney general or his designee, the commissioner of
youth services and thirteen persons to be appointed by the governor, one of said
appointees shall be experienced in law enforcement in the field of juvenile de-
linquency, one shall be trained in child psychology, one in the education of de-
linquent children, one in social welfare, families and juvenile problems, one shall
be a psychiatrist with a knowledge of the juvenile and adolescent mind, one
shall represent the juvenile courts, one shall represent the federal office of economic
opportunity a.s it affects juveniles and adolescents, one shall represent public
child welfare agencies, one shall represent private child welfare agencies, and one
shall be a member of the bar experienced in the law and court procedures relating
to juvenile delinquency or juvenile behavioral problems. The governor shall
designate one of the appointive members as chairman of the council. Upon the
expiration of the term of an appointive member his successor shall be appointed
for a term of five years. The council shall appoint an executive secretary who shall
have had at least ten years' experience in juvenile delinquency work. The execu-
tive secretary shall receive a salary of sixteen thousand olollars.

SECTION MO. Council to examine laws and procedures relating to correction and
prevention of juvenile delinguency.The council shall from time to time examine
the laws and procedures relating to the correction and prevention of juvenile
delinquency and the degree of rehabilitation of juvenile offenders, with a view
to advising the justices of the juvenile courts of matters affecting juvenile behavior,
and to revising the laws relative to the treatment and disposition of juvenile
offenders. Said council shall be provided with quarters in the state house or in
the state office building, and may appoint such clerical assistants as may be
necessary.

SECTION 161. Filing of annual written report.The council shall annually, not
later than the fourth Wednesday of April file a written report with the respective
clerks of the senate and house of representatives which shall contain a reporting
and analysis of the incidence and disposition of juvenile offenses during the pre-
ceding calendar year in every court in the commonwealth in which said matters
are heard. Said report shall indicate the types of offenses charged together with
the number of each such offenses heard in each of the several courts, with par-
ticular emphasis on providing data for the determination of the need for the
establishment of additional juvenile courts and any changes in the needs of those
juvenile courts already in existence.

SECTION 32C. Of the first appointed members to the state council on juvenile
behavior, established by section one hundred and fifty-nine of chapter six of the
General Laws, as appearing in section thirty-two B of this act, four shall be ap-
pointed for terms of three years, four for terms of four years, and five for terms
of five years, as the govenor may designate. Thereafter, upon the expiration of
the term of any such member, his successor shall be appointed for a term of five
years, as provided in said section one hundred and fifty-nine.

SECTION 33. This act shall take effect upon its passage, so far as the appointing,
commissioning and qualifying of the justices anoi the clerks of the courts hereby
established, and probation officers arc concerned; and it shall be in full force and
effect, and the authority and jurisdiction of the courts hereby established and of
the probation officers thereof shall begin on the first day of September in the year
nineteen hundred and sixty-nine, except that the district court of Springfield, and
the central district court shall retain jurisdiction of all cases of juvenile offenders
under seventeen and cases of neglected, wayward or delinquent children which
are pending therein on said first day of September or upon the qualification of the
justice of each court, whichever is later, until final disposition thereof.
Chapter 17

Drug Addiction Rehabilitation Board
SECTION 12. Repealed, St. 889, Acts of 1969.
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CHAPTER 181
Department of Youth Services

SECTION 1. Department of Youth Services. Conunissioner.There shall be a de-
partment of youth services., in this chapter caned the department, which shall be
under the supervision and control of a, commissioner of youth services, in this
chapter called the commissioner. The commissioner shall be appointed by the
governor, with the advice and consent Of the emincil, for a tertn coterminous with

that of the governor. The commissioner shall, at the time of his appointment, be
qualified by having earned from an accredited institution a graduate degree in

the social sCielICCS, education, law or Mated fields and by havhig no less than

seven years professional or administrative experience hi work related to the
problenis of delinquent children and youth. lie shall receive a salary of twenty-five
thousand dollars, shall devote his full time durhig business hours to the duties of
his Office, shall be the executive head of the department and Nhall have full re-
sponsibility for the formulation and execution of all its policies and the coordina-
tion of all *of its functions. He shall appoint and may remove all employees in the
department. Unless otherwise provided by law, all such appointments add removals

z.hall be made in accordance with the provisions of chapter thirty-one.
Powers and duties given to any administrative bureau, subdivision or inKtitu-

tion of the department by any general or special law shall e exercised and dis-

charged subject to the direction control and supervision of the commissioner.
The department may expend such sums as may be appmpriated for grants to cities

and towns and to other public agencies and for the purchase of services from other
government departrthmts and agencies and from private rumprofit agencies to
carry out any of the program and purposes of the department. The commissioner

may establisl, subject to appropriation, such district offices and employ such

fiela agents as shall be necessary or desirable to carry out the pri)gram and pur-
poses of the department. Federal funds granted to the commonwealth to aid in the
financing of any of the program and policies of the department shall be credited to a
separate fund on the books of the commonwealth only for the purposes of such
expenditures to be made under the direction of the commissioner. Federal funds

paid as rehnbursement to the commonwealth shall be deposited in the General
Fund.

SECTION 2. Coordinated program of delinquency 'prevention and services, etc.
The department shall provide a comprehensive and coordinated program of de-
linquency prevention and services to delinquent children and youth referred or
committed to the department by the courts; community services for the preven-
tion of juvenile delinquency through its own staff, through grants-in-aid to cities,

towns, and other public agencies and through purchase of services from private
nonprofit agencies and services and facilities for the study, diagnosis, care, treat-

ment, including physical and mental health and social services, education, training
and rehabilitation of all children and youth referred or committed. The department
shall maintain a program of research into the causes, treatment and prevention of
juvenile delinquency, including new methods of service and treatment. The de-
partment shall cooperate with other state and local agencies, both public and
private, serving children and youth.

SECTION 3. Deputy Commissioner.The commissioner shall appoint, with the
approval of the governor, a deputy commissioner who shall not be subject to the
provisions of chapter thirty-one and to whom the provisions of section nine A of

chapter thirty shall not apply, but who shall possess the same qualifications re-
quired of the commissioner, except that he shall have had not less than five years
experience in work related to juvenile delinquency, of which at least two shall
have been as an administrator. Said deputy commissioner shall serve at the pleas-

ure of the commissioner, and shall devote his full time during business hours to

the duties of his office. fie shall exercise such authority and discharge such duties

of the commissioner as the commissioner may from time to time delegate to him

and, in the absence of incapacity of the commissioner, or in the event of a vacai:cy

in the office of commissioner, shall act as the commissioner until the absence or
incapacity shall have terminated or the vact-ncy shall have been filled.

SECTION 4. Bureaus.There shall be in the department the following bureaus:
the bureau of clinical services; the bureau of after-care, delinquency prevention
and community services; the bureau of educational services; and the bureau of
institutional services. Each bureau shall be under the direction of an assistant
commissioner who shall be appointed by the commissioner and who shall not be
subject to the provisions of chapter thirty-one and to whom the provVons of sec-

tion nine A of chapter thirty shall not apply.

4
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SECTION 5. Bureau of Clinical Services.The bureau of clinical serviees shallreview, upon commitment or referral, the social histories and diagnostic data con-cerning all persons referred or committed to the departtnent, shall conduct suchfurther study and evaluation as may be required for clinical classification, andshall place such persons under an appropriate form of care. Said bureau shallconduct the research and planning necessary for the the continued care of eachyouth within the jurisdiction of the department and the development and imple-mentation of effective individualized treatment programs for each of the delin-quent children committed to the department. Said bureau shall be responsible forall case assignments, case reassignments, ease dispositions, and proposals for dis-charge, and shall regularly review existing case assignments in the department.Said bureau shall operate the Reception-Detmtion Center for Girls at BostonJudge John J. Connelly Youth Center, Boston, Westfield Detention Center,Westfield and Worcester Detention Center, Worcester and subject to appro.priation such other centers as may be necessary for the study and diagnosis ofchildren's needs upon commitment or referral and for temporary shelter care inemergency cases including those children requiring secure custody.The commissioner shall appoint an assistant commissioner for the bureau ofclinical services who shall be a psychiatrist accredited by the American Board ofChild Psychiatry. Said assistant commissioner shall have had at the time of hisappointment a minimum of ten years experience in the field of mental healthrelative to children. Said assistant commissioner shall serve at the pleasure of thecommissioner. He may, notwithstanding any contrary provision of law, be allowedsuch professional affiliations concurrent with his duties as the commissioner mayapprove, including the holding of a nontenure appointment at a medical school oruniversity. Said assistant commissioner shall, with the approval of the commis-sioner, establish and maintain standards for all clinical and child care positionsin the department and shall review the qualifications and performances of allclinical and child care personnel. The commissioner shall appoint replacement oradditional clinical and child care personnel upon recommendation of said assistantcommissioner together with the assistant commissioner of any other bureaureanesting such personnel.
SECTION 6. Bureau of After-care, etc.The bureau of after-care, delinquencyprevention and community services shall be responsible for the noninstitutionalprograms of the department, including but not limited to foster home care, grouphome care, after-care services to children in their own homes, after-care investiga-tion services unit, parole and educational counselor programs. It shall beresponsible for developing alternatives to institutional care and shall provide forwork with the families of children in institutions in order to facilitate their returnhome and their adjustment. and integration into the community. It shall furtherbe responsible for continuing consultation with other state agencies and withlocal community groups and agencies for the development of preventive programs,the conduct of grants-in-aid for the initiation, demonstration and development ofprograms and the school adjustment counselor program.The commissioner shall appoint an assistant commissioner for the bureau ofafter-care, delinquency prevention and community services who shall have anearned graduate degree from an accredited institution in the social sciences,education, or related fields. Said assistant commissioner shall have had at thetime of his appointment at. least five years professional experience in delinquencyprevention and after-care with at least two of these years having been spent in anadministrative capacity in his field. Said assistant commissioner shall serve at thepleasure of the commissioner.

SECTION 7. Bureau of Educational Services.The bureau of educational servicesshall establish and maintain programs and curricula for the educational servicefunctions of each institution of the department and for coordinating educationalservices for individual youths at each stage of departmental jurisdiction. Saidbureau shall establish and maintain academic and vocational education programs,curriculum development plans, teacher training programs and library services foreach of the institutions of the department ancl each of the youth committed tothe department. Said bureau shall seek out and implement federally aided educa-tional programs. Said bureau, after consultation with the commissioner andthe astsistant commissioners of the other bureaus or their designees, shall developand initiate in-service training programs for all employees in each of the institu-tions .and, facilities within the jurisdiction of the department. Approval of suchtraining programs by the director of personnel and standardization shall be re-quired in accordance with the provisions of section twenty-eight of chapter seven.
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The commissioner shall appoint an assistant commissioner for the bureau of
educational services who shall have an earned graduate cl 3gree from an accredited
institution in education, the social sciences, or related fields with a specialty in the
problems relating to delinquency. Said assistant commissioner shall have had at
the time of his appointment at least five years professional experience in public
or private secondary school, teaching in the area of delinquency prevention or
teaching delinquent youth, with at least two of these years having been spent
in administrative-curricula planning capacity. Said assistant commissioner shall
serve at the pleasure of the commissioner. Said assistant commissioner shall, with
the approval of the commissioner, establish and maintain standards for all teaching
positions in the jurisdiction of the department and shall review the qualifications
and performances of all teaching personnel in the department. Said assistant com-
missioner together with the assistant commissioner of each bureau requesting
replacement and additional teaching personnel shall make recommendations to the
commissioner relative to the replacement and addition of each and all teaching
personnel for the institutions and facilities under the jurisdiction of said bureau.

SECTION 8. Bureau of institutional services.The bureau of institutional services
shall operate the Residential Treatment Unit., Oakdale, the Lyman School for
Boys at Westboro, the Industrial School for Boys at Shirley, the Institute for
Juvenile Guidance at South Bridgewater, the Industrial School for Girls at
Lancaster and Stephen L. French Forestry Camp at East Brewster. Said bureau
shall be responsible for all programs within the institutions of the department other
than those programs which are primarily clinical or educational, and shall from
time to time evaluate such programs to determine their effectiveness. Said bureau
shall coordinate programs between institutions and also with other programs of the
departznent to assure effective continuity in the rehabilitative process.

The commissioner shall appoint an assistant commissioner for the bureau of
institutional services who shall have an earned graduate degree from an accredited
institution in the social sciences, education, or related fields. Said assistant com-
missioner shall have had at the time of his appointment at least five years profes-
sional experience in working with delinquent children in an institutional setting,
with at least two of these years having been spent in an administrative capacity.
Said assistant commissioner shall serve at the pleasure of the commissioner. Said
assistant commissioner shall from time to time make recommendations to the
commissioner relative to the need of major alterations and renovation, expansion,
relocation or replacement of existing institutions or camps and the construction of
additional institution or camps.

SECTION 9. Advisory Committee.There shall be in the department an advisory
committee consisting of the commissioner of youth services, the commissioner of
mental health, the commissioner of education, the commissioner of correction,
the commissioner of rehabilitation, the chairman of the Massachusetts commission
against discrimination, the executive secretary of the Massachusetts Society for
the Prevention of Cruelty to Children, and the executive secretary of the Massa-
chusetts Committee on Children and Youth, all of whom shall serve ex officiis, and
eight other persons to be appointed by the governor. Such persons shall have
demonstrated professional involvement and expertise in the area of delinquency
prevention, rehabilitation, and treatment. Upon the expiration of the term of
office of any appointive member, his successor shall be appointed for a term of
three years. Any vacancy shall be filled by the governor for the remainder of the
unexpired term. The governor shall appoint from the members of said committee
a chairman and a vice chairman. The committee may appoint a full time executive
secretary. Members of said committee shall serve without compensation, but each
member shall be reimbursed by the commonwealth for all reasonable expenses
incurred in the performance of his official duties.

Said advisory committee shall have the following duties: (a) It shall advise
the commissioner on policy, program development and priorities of need in
developing a comprehensive program (1) for the treatment, rehabilitation and
custody of juvenile offenders and (2) for integration of the juvenile offender
into constructive community life. (b) It shall review the annual plan and the
proposed annual budget for the department, and stall make recommendations
to the commissioner relative thereto (c) It shall advise on the recruitment policies
of the schools in the department. (d) It shall submit an annual report in which it
may propose legislation and present material for the education of the public.
(e) It shall visit, at its discretion, every institution and facility withiL the juris-
diction of the department. It shall meet at least four times a year and shall convene
special meetings at the call of the chairman of the committee, a majority of the
committee, or the commissioner. For the purposes of holding meetings and con-
ducting official business, a majority of the membership shall constitute a quorum.
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A written record of all nwetings of the connnittee shall be maintained by the
executive secretary and a copy filed within fifteen days after each meeting hy
said secretary with the commi.:sioner of administration and finance.
Chapter 30*

SECTION OB. Protecting Certain Public Officers and Employees of the Common-
wealth Against Arbitrary Removal.No person permanently employed in any
institution under the department of mental health, public health, public welfare,
correction or youth services, or in the soldiers' homes in Massachusetts, except
an employee, other than a nurse, rendering professional service, who is not classi-
fied under chapter thirty-one, and no maintenance employee permanently
employed in any institution under the department of education, shall, after having
actually performed the duties of any office or position continuously for a period
of six months in such an institution or department, be discharged, removed,
suspended, laid off, transferred from the latest permanent office or employment
held by him without his consent, lowered in rank or compensation, nor shall
his office or position be abolished, except for just cause and in the manner provided
by sections forty-three and forty-five of chapter thirty-one. The provisions of
section forty-six A of said chapter thirty-one shall apply to any person so employed.

SECTION 91/ Tenure for Teachers Permanently Employed in Certain State
Institutions, ete., After Three Y ears' Service.No person permanently employed as a
teacher in any institution under the department of mental health, public health,
public welfare, correction, or youth services, who is not classified under chapter
thirty-one, shall, after having served as such teacher for a period of three years
in such institution, be discharged, removed, suspended, laid off, transferred
without his consent, lowered in rank or compensation, nor shall his office or
position be abolished, except for just cause and in the manner provided by
sections forty-three and forty-five of said chapter thirty-one.

SECTION 24A. Compensation of State Employees Required to Work on a Legal
Holiday; Exceptions.If any person employed by the commonwealth is required
to work on any legal holiday, as listed in the first sentence of clause Eighteenth
of section seven of chapter four, he shall be given an additional day off or, if
such additional day off cannot be given by reason of a personnel shortage or other
cause, he shall be entitled to an additional day's pay; provided, that any person
whose regtdar day off, other than a Saturday, falls on any such legal holiday
shall be given an additional day off or, if such additional day off cannot be given
by reason of a personnel shortage or other cause, an additional day's pay; and
provided, further, that if the regular day off of any such person is Saturday and
any such legal holiday falls on a Saturday, such person shall, where possible, be
given the preceding Friday off without loss of pay, or if said day off cannot be
given by reason of a personnel shortage or other cause, he shall be given an addi-
tional &,y off, as hereinbef ore provid.ed for other persons whose regular day off
falls on a legal holiday, or, in lieu thereof, an additional day's pay.

This section shall not apply to elected officers, appointees of the governor,
heads of departments and divisions, superintendents of institutions in the depart-
ments of mental health, public health, public welfare, Soldiers' Home in Massa-
chusetts, Soldiers' Home in Holyoke and agencies under the jurisdiction of the
department of youth services, to presidents of educational institutions or to
principal officers in the correctional institutions.
Chapter 30A

State Administrative Procedure
SECTION 1. For the purposes of this chapter
(1) "Adjudicatory proceeding" means a proceeding before an agency in which

the legal rights, duties or privileges of specifically named persons are required
by constitutional right or by any provision of the General Laws to be determined
after opportunity for an agency hearing. Without enlarging the scope of this
definition, adjudicatory proceeding does not include (a) proceedings solely to
determine whether the agency shall institute or recommend institution of proceed-
ings in a court; or (b) proceedings for the arbitration of labor disputes volun-
tarily submitted by the parties to such disputes; or (c) proceedings for the dis-

Above sections were amended by St. 838, Acts of 1969.

_
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position of grievances of employees of the colnimmwealth; or (d) iwoceedings t oclassify or reela-Isify, or to allocate or reallocate, appointive office:4 and positionsin thy governinent of the commonwealth.
(2) "Agency" includes any departnwnt, board, commission, division or author-ity of the state government, or snbdivision of any of the foregoing, or officialof the state government, authorized by law to make regulations or to conduct ad-judicatory proceedings, but does not include the following; the kgislative andjudicial departments; the governor and council; military or naval boards, com-missions or officials; the department of correction; the department of youthservices; the parole board; the division of industrial accidents of the departmentof labor and industries; the division of child guardianship of the department ofpublic welfare; the divi:4ion of civil service; and the director of civil service andthe welfare compensation board.

Chapter 77
School Offenders and County Training Schools

SECTION 3. (Amended by St. 838, Acts of 1969). Habitual truants.A childbetween seven and sixteen who wilfully and habitually absents himself fromschool contrary to section one of chapter seventy-six shall be deemed an habitualtruant, and, unless placed on probation as provided in section seven, may, oncomplaint of a supervisor of attendance, be committed, until he reaches hissixteenth birthday, to the county training school, if any, maintained within thecounty wherein he resides or, if there is ho sueh school, to the custody of thedepartment of youth services or to a county training school; provided that nogirl shall be committed to a county training school under this section, but maybe committed to the custody of the department of youth services.
SECTION 4. (Amended by St. 838, Acts of 1969). Habitual absentees.A childbetween seven and sixteen found wandering about the streets or public places,having no lawful occupation, habitually absent from school and growing up inidleness and ignorance, shall be deemed an habitual absentee, and, unless placedon probation as provided in section seven, may, on complaint of a supervisorof attendance or any other person, be committed, until he reaches his sixteenthbirthday, to the county training scho:)1, if any, maintained within the countywherein he resides or, if there is no such school, to the custody of the departmentof youth services, or to a county training school; provided, that no girl shall becommitted to a county training school under this section, but may be committedto the custody of the department of youth services.
SECTION 5. (Amended, by 838, Acts of 1969). Habitual school offenders.Achild under sixteen persistently violating reasonable regulations of the schoolbe attends, or otherwise persistently misbehaving therein, so as to render himse':a fit subject for exclusion therefrom, shall be deemed an habitual school offender,and, unless placed on probation as provided in section seven, may, on complaintof a supervisor of attendance, be committed, until he reaches his sixteenth birth-day, to the county training school, if any, maintained within the county whereinhe resides or, if there is no such school, to the custody of the department ofyouth services, or to a county training school; provided, that no girl shall becommitted to a county training school under this section, but may be committedto the custody of the department of youth services.
SECTION 6. Support of inmates.The court or magistrate by whom a child hasbeen committed to a county training school may make an order relative to thepayment by his parents or by his guardian out of the ward's property to the countyof the cost of his support while in said school, and may from time to time revise oralter such order or make a new order as the circumstances of the parents or wardmav justify.
SECTION 7. Probation.A court or magistrate by whom a child has Leen con-victed of an offence under this chapter may place him on probation under the over-sight of a supervisor of attendance of the town where the child resides, or of aprobation officer of said court, for such period and upon such conditions as thecourt or magistrate may deem best; and if, with such period, the child violates theconditions of his probation, such supervisor of attendance or probation officermay, without warrant or other process, take the child before the court, who maythereupon sentence him or may make any other lawful disposition of the case.

SECTION 10. Disposition of unruly inmates.An inmate of a county trainingschool persistently violating reasonable regulations thereof, or guilty of indecent orimmoral conduct, or otherwise grossly misbehaving, so as to render himself anunfit subject for r.-tention therein, may, on complaint of the officer in control ofsaid school be committed to the youth sowice boa:d.
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SECTION 11. (Amended by St. 859, Acts of 1969) . Jurisdietion.The I3oston
juvenile court, the Worcester juvenile court and the Springfield juvenih. court tind
the district. courts, except the municipal and district cmirts, located within tlw
territorial limits of said juvenile mills, shall h ve jurisdiction of offenses arising
under section one of chapter seventy-six and onder this chapter. A suinmons or
warrant issued by such court or justice may be erved, at the discretion of the court
or justice, by a supervisor of attendance or by any officer qualified to serve criminal
process. On complaint against a child for any such offense his parents, guardian
or custodian shall be notified as required by section fifty-five of chapter one
hundred and nineteen. A child against whom complaint as an habitual absentee
is brought by any other person than a supervisor of attendance shall not be
committed until notice and an opportunity to be heard have been given to the
yout h service board.

SECTION 12. Supervisors of attendance.Every school committee shall appoint,
make regulations governing and fix the compensation of one or more supervisors
of attendance, who may be either male or female, and who shall meet such tand-
ards of qualification for such work as shall be established by the department of
education. Such supervisors shall not receive fees for their services. The committees
of two or more towns may employ the same supervisors of attendance.

SECTION 13. Same sub3ect; duties.Supervisers of attendance shall inquire into
all cases arising under section eight of chapter seventy-two, sections one, two,
four to eleven, inclusive, and fifteen of chapter seventy-six, sections three, four,
five and eight of this chapter and sections ninety, ninety-two, ninety-three and
ninety-five of chapter one hundred and forty-nine, and may make complaints
and serve legal processes issued under this chapter. They shall, if the court so
orders, have oversight of children placed on probation under section seven; of
minors licensed by the school committee under section nineteen of chapter one
hundred and one; and of children admitted to or attending shows or entertain-
ments contrary to section one hundred and ninety-seven of chapter ono hundred
and forty. They may apprehend and take to sch(Ha without a warrant any txuant
or absentee found wandering in the streets or public 1;1 tees.

SECTION 14. Elimination of references to certain acts.Nothing contained in
this chapter shall affect chapter seven hundred and thirty-eight of the acts of
nineteen hundred and fourteen relative to truants, absentees and school offenders
in Boston.
Chapter 111

SECTION 41). (Amended by St. 838, Acts of 1969). There shall be an advisory
council on alcoholism, consisting of the commissioners of education, public health,
public welfare, mental health, public safety, correction, and youth services, the
chairman of the parole board, the commissioner of probation, the registrar of
motor vehicles, the commissioner of rehabilitation, and threc members appointed
by the governor for terms of three years each. Such appointive members shall
have had experience in sonic field connected with the care and treatment of
alcoholics. The commissioner of public health shall serve as chariman.

The advisory council shall meet at least twice a year, and shall meet at any
time upon call of the chahman. It shall consider and make recommendations to
the commi.ssioner of public health as to the care and treatment of alcoholics and
as to the as.-embling and dissemination of knowledge regal ding the problem of
alcoholism. For services on the council, its members shall receive no compensation,
but they shall receive their expenses necessarily incurred in rendering such service
Chapter 119

Protection of Children
SECTION 3. Definitions. The following words and phrases when used in sections

one to thirty-nine, inclusive, shall, unless the context, otherwise requires, be
construed as fothiws:

" Department", shall mean tilt department of public welfare.
"Parent", means mother or father, unless specified parent as defined under

section one of chapter one hundred and eighteen.
"Custody", shall include the following poweis:(1) to determine the child's

place of abode, medical cart am education, (2) to control visits to the child;
(3) to consent to enlistments, marriages and other contracts otherwise requiring
parental consent. In the event that the parent or guardian shall object to the
carrying out of any power conferred by thi& paragraph, said parent or guardian
may make application to the committing court and said court shall revi w ani
make an order on the matter.

'



264

"Evidence", shall be admissible according to the rules of the common law and
the General Laws and muy include reports to the court by any person who has
made an investigation of the facts relating to the welfare of the child and is quali-
fied as an expert according to the rules of the common law or by ttatute or is an
agent of the department or of an approved charitable corporation or agency sub-
stantially engaged in the foster care or protection of children. Such person may
file with the court in a procceding under said sections a report in full of all the
facts obtained as a result of such investigation. The person reporting may be
calkd as a witness by any party for examination as to the statements made in
the report. Such examination shall be conducted as though it were on cross-
exam ination.

SECTION 8. Visits to independent foster homes; investigations; recommendatiom.
The department may visit any independent foster home for children and shall
visit at least annually any home where two or more unrelated children are boarded
for financial consideration. Upon rer ipt of notice or any information of the
placement or reception of a child described in sections one to seven, inclusive,
an agent of the department may enter without actual force any building or room
where such child Ls sheltered and maintained, and may investigate the case and
make such recommendations as are deemed expedient.

SECTION 11. Advertisement or notice in newspapers for placement or reception of
children for board; approval.No person shall cause to be published in a newspaper
circulated in the commonwealth an advertisement or notice for the placement or
reception of a child under sixteen years of age for board, for giving it a home, or
for adoption unless such advertisement is placed by the department under sections
fourteen to twenty-two, inclusive, or an independent foster home for children
licensed under section five, or unless with the written approval of the department.

SECTION 33. Protection of religious beliefs.No parents or surviving parent of
any minor child in the care or under the supervision of the department or of any
state, county or local department, or of any state, county or local board of trus-
tees, or of any private charitable or child-care agency, shall be denied the right
of any child of theirs to the free exercise of the religious belief of his parents and
the liberty ot worshipping God according to the religion of his parents or surviving
parent, or of the religion which his parents professed if they are both deceased;
and no minor child in the care or under the supervision of the department or of
any state, county or local department, or state, county or local board of trustees,
or of any private charitable or child-care agency, shall be denied the free exercise
of the religion of his parents, or of his surviving parent, or of his parents if they
are both deceased, nor the liberty of worshipping God according to the religion
of his parents, whether living or deceased.

When a child is placed in family home care, any of the above named depart-
ments, boards or agencies, shall use a family home of the same religious faith
as that of the child unless sufficient reason precludes this, which reason must
be a part of the record of the child's care. The words "same religious faith"
shall in the case of any denomination of the Protestant religion include any other
denomination of the same religion.

SECTION 34. Transportation of children in patrol wagons.A child involved in
any proceeding shall not be transported in a patrol wagon from his home or from
any other place to any court or institution, but if a conveyance is necessary shall
convey him in such other suitable vehicle as shall be provided or designated by the
department. Violation of this section shall be punished by a fine of not less than
twenty-five nor more than fifty dollars or by imprisonment for not more than
three months.

SECTION 35. Furnishing parent or guardian information as to child; permission to
visit; petition; notice.If the parent or guardian of a child placed in charge of any
person, association or public or private institution by any state department, town
board, or by any public or private corporation or body of persons authorized by
law to so place children, or if one of the next of kin of an orphan so placed in
charge and without guardian, is not, upon requestonformed by such department,
board, corporation or body of persons where the child is, the probate court for the
county where such child has his legal residence may, upon petition of such parent,
guardian or next of kin, and upon notice, if in its opinion the welfare of the child
and the public interest will not be injured thereby, require such department,
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board, corporation or body of persons where the child is, the probate court for the
county where such child has his legal residenc,.) may, upon petition of such parent,
guardian or next of kin, and upon notice, if in its opinion the welfare of the child
and the public interest will not be injured thereby, require such department
board, corporation or body of persons to give the information and permit the
parent, guardian or next of kin to visit the child at such times and under such
conditions as the court orders; and the court may revise its order or make new
orders or decrees as the welfare of the child and the public interest may require.

SECTION 36. Bringing child into commonwealth with view to adoption, custody or
care; permit; application; bond.No person or institution shall bring or cans to
be brought into the commonwealth, or receive therein, from any other state,
province or country, any child for the purpose of placing or boarding, or of pro-
curing the placing or boarding of such child, in a family or home within the com-
monwealth, with a view to adoption, guardianship, custody or care by any person
other than one related to him by blood or marriage, without first obtaining a
permit therefor from the department. Such a permit shall not issue until a written
application therefor has been filed with the department on forms by it prepared,
containing such information relative to such child as the department may require,
accompanied by an individual or Oanket bond running to the commonwealth
in such penal sum and with such surety or sureties as the department may ap-
prove, conditioned on the following:(1) that all statements contained in such
an application are true in substantial particulars; (2) that any such child becoming
a public charge during his minority shall be removed from the state not later
than thirty days after notice from the department; (3) that such child shall be
removed from the state immtAliately upon his release from any penal or reforma-
tory institution or training school to which he has been committed, within three
years of his u..rival within the state, for juvenile delinquency or crime; (4) that
such child shall be placed or boarded under such agreement as will selure to him
a proper home and surroundings, and as will render his custodian responsible
for his proper care, education and training, under a. lequate supervision and
subject to annual visitation by an agent; and (5) that such reports relative to
the child shall be made to the department as it may require. In case of a breach
of any condition of such a bond, the attorney general, upon request of the de-
partment, shall put the bond in suit, and the commonwealth or any city or town
thereof shall be reimbursed from the proceed,/ for any expense incurred by reason
of a breach of any such condition. Violation oi this section shall be punished by
a fine of not more than one hundred dollars or by imprisonment for not more
than six months, or both.

Delinquent Children
SECTION 52. (Amended by St. 8591 Acts of 1969). Definitions. The following

words as used in the following sections shall, except as otherwise specifically
provided, have the following meanings:

"Court", the Boston juvenile court, Use Worcester juvenile court, the Springfield
juvenile court or a district court, except the municipal court of the city of Boston,
the municipal court of the Roxbury district, the central district court of Worcester
and the district court of Springfield.

"Delinquent child", a child between seven and seventeen who violates any city
ordinance or town by-law or who commits any offence against a law of the com-
monwealth.

"Probation officer", a probation officer or assistant probation officer of the court
having jurisdiction of the pending case.

"Wayward child", a child between seven and seventeen years of age who
habitually associates with vicious or immoral persons, or who is growing up in
circumstances exposing him to lead an immoral, vicious or criminal life.

SECTION 53. Liberal construction; nature of proceedinps.Seetions fifty-two to
sixty-three, inclusive, shall be liberally construed so that the care, custody and
discipline of the children brought before the court shall approximate as nearly
as possible that which they should receive from their parents, and that, as far as
practicable, they shall be treated, not as criminals, but as children in need of
aid, encouragement and guidance. Proceedings against children under .,aid
sectims shall not be deemed criminal proceedings.

SECTION 54. Proceedings; complaint; examination of complainant; summons;
warrant.If complaint is made to any court that child between seven and seven-
teen years of age is a wayward child or a delinquent child, said court shall exam-
ine, on oath the complainant and the witnesses, if any, produced by him, and shall
reduce the complaint to writing, and cause it to be subscribed by the complainant.
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If said child i under twelve years of age, said court shall first issue a summons
requirhig hint to appear before it at. the time and plam named therein, and such
summons shall be issued in all Other cases, instead of a warrant, unless the court
has reason to belim that he will not appear upon summons, ill which case, or if

such a child has been summoned tuid did not appear, said court may issue a
warrant reciting the substance of the complaint, and requiring the officer to whom
it is directed forthwith to take such child and bring hhn before ',aid court., to be
dealt with according to law, and to sunnnon the witnesses named therein to
appear and give evidenee at. the examination.

SCTION 55. (Amended by $t. 838, Acts of 1969). Summoning of parent or
guardian; service; agent of 34e dept. of youth services; not:ce.If a child has been
summoned to appear or is brought. before such court upon a warrant, as provided
in section fifty-four, a sommons shall. b Ite issued to at mt one of its parent:4, if
either of them is known to reside witnin the commonwealth, and, if there is no
sueh parent, then to its lawful guardian, if there k one known to be so resident,
and if not, then to the person with whom such child resides, if known. Faid sum-
mons shall require the person svrved to appear at a time and place stated therein,
and show cause why such child should not be adjudged a wayward child or
delinquent child, as the case may be. If there is no such parent, guardian or person
who can be sununoned as aforesaid, the court may appoint a suitable person to
act for sneh child.

If such child is summoned, the time for appearance fixed in the summons to a
parent, guardian or other person, as herein provided, shall, when practicable, be
that fixed for the appearance of said child.

A summons required by this and said section fifty-four, unless service thereof
is waived in writing, shall be served by a constable or police officer, by delivering

it personally to the person to whom addressed, or by leaving it with a person of
proper age to receive the same, at the place of residence or business of such person;
and said constable or officer shall immediately make return to the court of the
thne and manner of the service.

If the court shall be of the opinion that the interests of the child require the
attendance at any proceedings of an agent. of the department of youth services

and shall request such attendance by reasonable notice to the commissioner of
youth 'services, such agent shall attend to protect the interests of said child.

SECTION 56. (Amended by St. 308, Acts of 1964) Hearing; appeal to superior

court; juvenile session; report of investigation.Hearings upon cases arising under
sections fifty-two to sixty-three, inclusive, may be adjourned from time to time. A

child adjudged a wayward child or delinquent child may appeal to the superior

court UPON adjudication, and also may appeal to said ;:ourt at the time of the
order of commitment or sentence, and such child shall, at the time of such adjudi-
cation and also at the time of such order of commitment or sentence, be notified

of his right to appeal. If such child appeals to the superior court at either of said
times, said court shall thereupon have jurisdiction of such case, and such ease shall
forthwith he entered in said court. The appeal, if taken, shall he tried and deter-
mined in like manner as appeals in criminal cases, except that the trial of said
appeals in the superior court shall not be in conjunction with the other business
of that court, but shall be held in a session set apart and devoted for the time being
exclusively to the trial of juvenile cases. This shall be known as the juvenile
session of the superior court, and shall have a separate trial list and docket. All
appealed juvenile cases in the superior court shall be transferred to this list, and
shall be tried, unless otherwise disposed of by direct order of the court. In any
appealed case, if the allegations with respect to such child are proven, the superior

court shall not commit such child to any correctional institution, jail or house of
correction, but may adjudicate such child to be a wayward child or a delinquent
child, and may make such disposition as may be made by a court under section
fifty-eight. Before making such disposition, the superior court shall be supplied
with a report of any investigation regarding the child made by the probation
officer of the court from which the appeal was taken. Section thirty-five of chapter

two hundred and seventy-six and section eighteen of chapter two hundred and
seventy-eight, relative to recognizances in eases continued or appealed, shall
apply to eases arising under sections fifty-two to sixty-three, inclusive.

SECTION 57. I nvestigation by probation officer; record of performance; reports.
Every case of a wayward child or a delinquent child shall be investigated by the
probation officer, who shall make a report regarding the character of such child,

his school record, home surroundings and the previous complaints against him, if

any. In every case involvnig a child attending a special class authorized by law,
he shall secure front the bureau of special education a record ()f performance of
said child. He shall be present in court at the trial of the case, arid furnish the
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court with sul . information and assistance (is shall be required. At t he Pnd of t he
probation period of a child who has been placed on probation, the offieer ill whose
care he has been shall make a report as to his conduct during such period.

sEcnoN 5s. (Amended by St. 838 and 859, Acts of 1969) . Adjudication: proeeed-
ings after adjudication; placemeid. in care of probation. officer: commitment to custody
of department of youth services: payment for support of child.t 11 hearing of a
eomplaint against a child the court shall hear the testimony of any witnesses tlu.t.
appear and take sueh evidence relative to the ease as shall be produced. If t he
allegations against a child are proved beyond a reasonable doubt, he may be
adjudged a wayward child or a delinquent child.

If a child is adjudged a delinquent child, the court may place the case on tile,
or may place the child in the care of a probation officer for such time and on such
conditions as may seem proper, o may commit him to the custody of the depart-
ment of youth services. If it is alleged in the complaint upon which the child is
so adjudged that a penal law of the commonwealth, a city ordinance or a town
by-law has been violated or, in the cases of habitual school offenders and truancy
violations, the court may commit such child to the custody of the commissioner
of youth services and authorize him to place such child in the charge of any
person, and, if at any time thereafter the child proves unmanageable, to transfer
such child to the facility (Ir training school which in the ()pinion f said commis-
sioner after study, will best serve the needs of the child, but not for a longer
period than until such child becomes twenty-one. The department of youth services
shall provide for the maintenance, in whole or in part, of any child so placed in the
charge of any person.

If a child adjudged a waytard child or delinquent child is placed on probation
by the superior court., he may be placed in the care of a probation officer of the
district court, including in that. term the Boston the Worcester and the Springfield
juvenile courts, within the judicial district in Aich such child resides.

The court may commit such wayward or delinquent child to the dcpartment of
youth services, but it shall not commit such child to a jail or house of correction,
nor to the Lyman school, the industrial school for boys, or the industrial school
for girls, nor to any other institution supported by the commonwealth for the
custody, care and training of delinquent or wayward children or juvenile offenders.

The court may make an order for payment by the child's parents or guardian
from the child's property, or by any other person revonsible for the care and
support of said child, to the institution, department, division, organization or
person furnishing care and support at times to be stated in an order by the court
of sums not exceeding the cost of said support after ability to pay has been deter-
mined by the court.; provided, that no order for the payment of money shall be
entered until the person by whom payments are to be made shall have been
runimoned before the court and given an opportunity to be heard. The court
may from time to time, upon petition by, or notice to the person ordered to pay
such sums of money, revise or alter such order or make a new order, as the cir-
cumstances may require.

SECTION 58A. Repealed.
SECTION 58B. Commitment of delinquent child: non-criminal fines for violation of

motor vehicle laws.If, under the provisions of section fifty-eight, a child is ad-
judged a delinquent child by reason of having violated any statute by-law, or-
dinance or regulation relating to the operation of motor vehicles, tliP court. may
place the case on file or may place the child in the care of a probation officer, or
may commit him to the custody of the department of youth services, as pwyit?.c,.!
in section fifty-eight, and may requ:re rest.tution as provided in section sixty-two;
and in addition to or in lieu of such disposition, the court may impose upon such
child a fine not exceeding the amount of the fine authorized for the violation of
such statute by-law, ordinance or regulation. Any fine imposed under the au-
thority of this section shall be collected, recovered and pain over in the manner
provided '3.1; chapters two hundred and seventy-nine and two hundred and eighty;
provided, however, that if any child shall neglect, fail or refuse to pay a fine
imposed under this section, he may be arrested upon order of the court and brought
before the court, which may thereupon place him in the care of a. probation officer
or commit him to the custody of the department of youth services; but no such
child shall be committed to any jail, house of correction, or correctional inst:tu-
tion of the commonwealth. Tlie provisions of sections sixty and sixty A shall
apply to any case disposed of under this section; provided, however, that the
court shall provrde the registrar of im.tor vehicles with an abstract of every such
adjudication and disposition, in the manner provided by section twenty-seven of
chapter ninety: and provided, further, that such adjudication and disposition

75-51fri, -72-18
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"Evidence", shall be admissible according to the rules of the common w andthe Genral Laws and may include reports to the court by any person
made an investigation of the facts relating to the welfare of the child and is quali-fied as an expert according to the rules of the common law or by statute or is anagent. of the dopartment or of an approved charitable corporation or agency sub-stantially ongaged in the foster cam or protection of children. Such person mayfile with tho court in a proceeding tinder said sections le report in full of all thefacts obtained a:4 a result of such investigation. The person reporting may becalled as a witness by any party for examination as to the statements macie in
the report. Such examination shall be conducted as though it were on cross-examination.

SECTION R. Visits to independent foster homes; investigations; recommendations.The department may visit any inclependent foster home for chilc:ren and shallvisit at least annually any home where two or more unrelated childrea are boarded
for financial consideration, Upon receipt of notice or any information of theplacement or reception of a child described in sections one to seven, inclusive,
an agent of the department may enter without actual force any building or roomwhere such child is sheltered and maintained, and may investigate the case andmake such recommendations as are deemed expedient.

SECTION 11. Advertisement or notice in newspapers for placement or reception of
children for board; approval.No person slLall cause to be published in a newspapc
circulated in the commonwealth an advertisement er notice for the placement or
reception of a child under sixteen years of age for board, for giving it a home, or
for adoption unless such advertisement is placed by the department under sectionsfourteen to twenty-two, inclusive, or an independent foster home for childrenlicensed under section five, or unless with the written approval of the department.

SECTION 33. Protection of religious beliefs.No parents or surviving parent of
any minor child in the care or under the supervision of the department or of any
state, county or local department, or of any state, county or local board of trus-tees, or of any private charitable or child-care agency, be denied the right
of any child of theirs to the free exercise of the religious belief of his parents and
the liberty of worshipping Gt d according to die religion of his parents or surviving
parent, or of the religion which his parents professed if they are both deceased;
and no minor child in the care or under the supervision of the department or of
any state, county or local department, or state, county or local board of trustees,
or of any private charitable or child-care agency, shalt be denied the free exercise
of the religion of his parents, or of his surviving parent, or of his parents if they
are both deceased, nor the liberty of worshipping God according to the religion
of his parents, whether living or deceased,

When a child is placed in family home care, any of the above named depart-
ments, boards or agencies, shall nee a family home of the same religious faith
as that of the child unless sufficient reason precludes this, which reason must
be a part of the record of the child's care. The words "same religious faith"
shall in the case of any denomination of the Protestant religion include any otherdenomination ;if the same religion..

SECTION 24. Transpoliation of children in patrol wagons.A child involved in
any proceeding shall not be transported in a patrol wagon from ls home or from
any other place to any court or institution, but if a conveyance is necessary shall
convey him in such other suitable vehicle as shall be provided or designated by the
department. Violation of this section shall be punished by a fine of not less than
twenty-five nor more than fifty dollars or by imprisonment for not more than
thrgeTtoonNths.

. Furnishing parent or guardian information as to child; permission to
visit; petition; notice.If the parent or guardian of a child placed ir charge of any
person, association or public or private institution by any state department, town
board, or by any public or private corporation or body of persons authorized by
law to so place children, or if one of the next of kin of an orphan so placed in
charge and without guardian, is not, upon request, informed by such department,
board, corporation or body of persons where the child is, the probate court for the
county where such child has his legal residence may, upon petition of such parent,
guardian or next of kin, and upon notice, if in its opinion the welfare of the child
and the public interest will not he injured thereby, require such department,
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board, col poration r body of persons where the child is, the probate court for the
county where :auch child has his legal residence may, upon petition of snch par :.t,
guardian or next of kin, and upon notice, if in its opinion the welfare of the child
aim the public interest will not be injured thereby, require such department
board, corporation or body of persmis to give the information and permit the
parent, guardian or next of kin to visit the child at such times and under such
conditions the court orders; and the court may revise its order or make new
orders or decrees as the welfare of the child and the public interest may require.

SECTION 36. Bringing child into commonwealth with view to adoption, custody or
care; permit; application; bond.No person or institution shall bring or caus to
be brought into the commonwealth, or receive therein, from any other state,
province or country, any child for the purpose of placing or boarding, or of pro-
curing the placing or boarding of such child, in a family or home within the com-
monwealth, with a view to adoption, guardianship, custody or care by any person
other than one related to him by blood or marriage, without first obtaining a
permit therefor from the department. Such a permit shall not issue until a written
application therefor has been filed with the department on forms by it prepared,
containing such information relative to such child as the department may require,
accompanied by an individual or blanket bond running to the commonwealth
in such penal sum and with such surety or sureties as the department may ap-
prove, conditioned on the following.- -(1) that all statements contained in such
an application are true in substantial particulars; (2) that any such child becoming
a public charge during his minority shall be removed from the state not later
than thirty days after notice from the department; (3) that such child shall be
removed from the state immediately upon his release from any penal or reforma-
tory institution or training school to which he has been committed, within three
years of his arrival within the state, for juvenile delinquency or crime; (4) that
such child shall be placed or boarded under such agreement as will secure to him
a proper home and surroundings, and as will render his custodien responsible
for his proper care, education and training, under adequate -upervision and
subject to annual visitation by an agent; and (5) that such reports relative to
the child shall be made to the department as it may require. In case of a breach
of any condition of such a bond, the attorney general, upon request of the de-
partment, shall put the bond ir. suit, and the conunonweelth or any city or town
thereof shall be reimbursed from the proceeds for any expense incurred by reason
of a breach of any such condition. Violation of this sect!on shall be punished by
6 fine of not more than one hundred dollars or by imprisonment for not more
than six months, or both.

Delinquent children
SECTION 52. (Amended by St. 8591 Acts of 1969). Definitions. The following

words as used in the following sections shall, except as otherwise specifically
provided, have the following meanings:

"Court", the Boston juvenile court, the Worcester juvenile court, the Springfield
juvenile court o. a district court, except the municipal court of the city of Boston,
the municipal court of the Roxbury district, the central district court of Worcester
and the district court of Springfield.

"Delinquent child", a child between seven and seventeen who violates any city
ordinance or town by-law or who commits any offence against a law of the com-
monwealth.

"Probation officer", a probation officer or assistant probation officer of the court
having jurisdiction of the pending case.

"Wayward child", a child between seven and seventeen years of age who
habitually associates with vicious or immoral persons, or who is growing up in
circumstances exposing him to lead an immoral, vicio is or criminal life.

SECTION 53. Liberal construction; nature of proceedings.Sections fifty-two to
sixty-throe, inclusive, shall be liberally construed so that the care, custody and
discipline of the children brought before the court shall approximate as nearly
as possible that which they should receive from their parents, and that, as far as
practicable, they shall be treated, not as criminals, but as children in need of
aid, encouragement and guidance. Proceedings against children uncle: said
sections shall not be deemed criminal proceedings.

SECTION 54. Proceedings; complaint; examination of complainant; summons;
warrant.If complaint is made to any court that child between seven and seven-
teen years of age is a wayward child or a delinquent child, said court shall exam-
ine, on oath the complainant and the witnesses, if any, produced by him, and shall
reduce the complaint to writing, and cause it to be subscribed by the complainant.
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If said OM is tinder twelve years of age, said eourt shall fh..t issue a sunumms
reqniriug him to appear before it at the time inni place named therein, and such
summons shall be issued in all Other otses, instead of a warrant, unhiss the emu%
hes reason to believe that he wil; not appear tipcm stimmons, in which ease, or if
such a child has been stun:muted and did not apvear, said court way issue a
warrant reciting the slut:stance of the eomplahlt, and requiring the officer to whom
it is directed forthwitn to take such child and bring him before said court, to be
dealt with according to law, and to summon the witnesses named therein to
appear and give evidence at the OM MI11101011.

SE(i'TON 55. (A111(.11(lvd by Ft. 838, Aets of 1 969). Summoning of parent or
guardian; servic dee; agent of the pt. of youth services; notiee.If a ehil'd has 1)041
summoned to appear or is brought before such eourt upon a warrant, as provided
in section fifty-four, a summons shall be issued to at. least one of its parents, if
either of them lA known to resiae within the commonwealth, and, if there is no
such parent, then to its lawful gnaidian, if there is one known to lw so resident,
and if not, then mto the person with who such child wsides, if kn now, Said sum-
mons shall require the person served to appear at a time and place stated therein,
and show cause why suelt child should not be adjudged a wayward child or
delinquent child, as the case may be. If there is no such parent, guardian or ixbrson
who ean be summoned as aforesaid, the court. may appoint. a suitable person to
act for such child.

If such child is sm,nnoned, the thne for appearance fixed in the :4111111110ns to a
parent, guardian or other perS011, W4 herein provided, siaII, when practicable, be
that fixed for the appearance of said child.

A summons required by this and said section fifty-four, unless service tlwreof
k waived in writing, shall be served by a constable or police offitor by delivering
it. personally to the per mson to who addi;!ssed, or by leaving it with a person of
proper age to receive the sante, at the place of residence or business of such person
and said constable or officer shall immediately make return to the court of the
thne and manner of the service.

If the court shall be of the opinion that. the interests of the child require the
attendance at any proceedings of an agent. of the department of youth serviceli
and shall request. such attendance by reasonable notice to the commissioner of
youth Nervices, such agent shall attend to protect the interests of said child.

SECTION 56. (Amended by St, 308, Acts of 1964) Hearing; appeal to superior
court; juvenile session; report of investigation.Hearings upon cases arising under
sections fifty-two to sixty-three, inclusive, may be adjourned from time to time. A

child adjudged a wayward child or delinquent child may appeal to the superior
court upon adjudication, and also may appeal to said court at the time of the
order of commitment or sentence, and such child shall, at the time of such adjudi-
cation and also at the time of such order of commitment or sentence, be notified
of his right to appeal. If such child appeals to the superior court at either of said
times, said court shall thereupon have Jurisdiction of such case and such case shall
forthwith be entered in said court. The appeal, if taken, shallbe tried and deter-
mined in like manner as appeals in criminal cases, except that the trial of said
appeals in the superior court shall not be in conjunction with the other business
of that. o.urt, but shall be held in a session set apart and devoted for the time being
extiusi.,ply to the trial of juvenile cases. This shall be known as the juvenile
session of the superior court and shall have a separate trial list and docket. All
appealed juvenile cases in the superior court shall he transferred to this list, and
shall be tried, unless otherwise disposed of by direct order of the court. In any
appealed case, if the allegations with respect to such child are proven the superior

court shall not commit such child to any correctional institution, jail or house of
correction, but may adjudicate such child to be a wayward child or a delinquent
child, and may make such disposition as may be made by a court under section
fifty-eight. Before making such disposition, the superior court shall be supplied
with a report of any investigation regarding the child made by the probation
officer of the court from which the appeal was taken. Section thirty-five of chapter
two hundred and seventy-six and section eighteen of chepter two hundred and
seventy-eight, relative to recognizances in cases continued. or appealed, shall
apply to cases arising under sections fifty-two to sixty-thy . , inclusive.

ShCTION 57. Investigation by probation officer; reco,..1 of performance; reports.
Every case of a wayward child or a delinquent child shall he investigated by the
probation officer, who shall make a report regarding the character of such child,

his school record, hon e surroundings and the previous complaints against him, if
any. In every olse involving a child attending a special class authorized by law,
he 1:ha1l secure Poni the bureau of special education a record of performance of
said child. He shall be present in court at the trial of the case, and furnish the
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court with such infornmt ion and assistance as shall N. required. At the end of t he
probation period of a child who) has been played on probation, t he officer hi whose
care he has Npn shall make a report as to his omduet during such period.

SF:crioN 58. (Amended by St. 818 arid 859, Acts of 1999). :WO/ration: proceed-
ings after adjudication: placement in rare of probation offieer: eommitnient to custody
of thpartment of yontla services: payment for support cal child.--At the lwaring of a
complaint against a child the court shall hear the testimony of any witnesses that
appear and take such evidence relative to the ease as shall be produced. If the
allegatioms against a child are pro reed beyond a reasonaide d mbt, 1u nmy be
adjudged a wayward child or a delinquent child.

If a child is adjudged a delinquent child, the court int.y place the ease on filo.,
or may place the child in the care (4 a probation officer for such time and on such
condithms as may smut proper, or may commit Will 10 the custody of the depart-
ment of youth services. If it k alleged in the complaint. upon which the child is
so) adjudged that a penal law of the ce:Innonwealth, a city ordinance or a town
by-law has been violated or, in the cases of habitual school offenders and truancy
violations, the court may comn9t such child to the custody of the commisshmer
of youth services and authorize him to place such child in the charge of any
person, and, if at any time thereafter the child proves unmanageable, to transfer
such child to the facility or training school which in thc opinion of said commis-
sioner, after study, will best serve the needs of the child, but not for a longer
period than until such child becomes twenty-one. The department of youth services
shall provide for the maintenance, in wlude or in part, of any child so j)laced in the
charge of any person.

If a child adjudged a wayward child or delinquent child is placed on probation
by the superior court, he may be placed in the care of a probation officer of the
distriet court, including in that term the Boston, the Worcester and the Springfield
juvenile courts, within the judicial district, in which such child resides.

The court may commit such wayward or delinquent child to the department of
youth services, but it shall not commit such child to a jail or house of correcthm,
nor to the Lyman school, the industrial school for boys, or the industrial school
for girls, nor to any other institution supported by the commonwealth for the
custody, care and training of delinquent or wayward children or juvenile offenders.

The court may make an order for payment by the child' , ''ents or guardian
from the child's property, or by any other person respoi T.' for the care and
support of said child, to the institution, department, division, organization or
person furnishing care and support at times to be stated in an order by the court
of sums not. exceeding the cost of said support after ability to pay has been deter-
mined by the court ; provided, that no order for the payment of money shall be
entered until the person by whom payments are to be made shall have been
summoned before the court. and given an opportunity to be heard. The court
may from time to time, upon petition by. or notice to the person ordered to pay
such sums of money, revise or alter such order or make a new order, as the cir-
cumstances may require.

SECTION 58A. Repealed.
SECTION 58B. Commitment of delinquent child: non-criminal fines for violation of

motor vehicle /atmIf, under the provisions of section fifty-eight, a child is ad-
judged a delinquent child by reason of having violated any statute, by-law, or-
dinance or regulation relating to the operation of motor vehicles, the court may
place the case on file or may place the child in the care of a probation officer, or
may commit him to the custody of the department of youth services, as provided
in section fifty-eight, and may require rest.tution as provided in section sixty-two;
and in addition to or in lieu of such disposition, the court may impose upon such
child a fine not exceeding the amount of the fine authorized for the violation of
such statute, by-law, ordinance or regtdation. Any fine imposed under the au-
thority of this section shall be collected, recovered and paid over in the manlier
provided by chapters two hundred and seventy-nine and two hundred and eighty;
provided, however, that if any child shall neglect, fail or refuse to pay a tine
imposed under this section, he may be arrested upon order of the court and 'brought
before the court, which may thereupon place him in the care of a probation officer
or commit him to the custody of the department of youth services; but no such
child shall be committed to any jail, house of correction, or correctional institu-
tion of the commonwealth. The provisions of sections sixty and sixty A shall
apply to any case disposed of under this section; provided, however, that the
court shall provide the registrar of motor vehicles with an abstract of every such
adjudication and disposition in the manner provided by section twenty-seven of
chapter ninety: and proviued, further, that such adjudication and disposition

75N0-72-18
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shall be admissible as evidence in any proceeding for the revocatkm or restoration
of the child's license to operate a motor vehicle and for the cancellation of a motor
vehicle insurance policy covering the vehicle operated by such child, and in any
action of tort arising out of the negligent operation of a motor vehicle by said
child, to the same extent that such evidence would be admissible if said child
were an adult.

SECTION. 59. Violation of terms of probation.If a child has been placed in care
of a probation officer, said officer, at any time before the final disposition of the
case, may arrest such child without a warrant and take him before the court,
or the court may issue a warrant for his arrest. When such child is before the
court, it may make any disposition of the case which it might have made before
said child was placed on probatign, or may continue or extend the period of
probation.

SECTION 60. Admissibility of adjudication as delinquent child as evidence in subse.
quent proceeding other than delinquency proceeding ; disqualification for public
service.An adjudication of any child as a wayward child or delinquent child
under sections fifty-two to fifty-nine, inclusive, or the disposition thereunder of
any child so adjudicated, or any evidence given in any case arising under said
sections, shall not be lawful or proper evidence against such child for any purpose
in any proceeding in any court, and records in cases arising against any child
under said sections shall not be received in evidence or used in any way in any
such proceeding, except in subsequent proceedings for waywardness or delinquency
against the same child and except in imposing sentence in any criminal proceeding
against the same person; nor shall such adjudication or disposition or evidence
operate to disqualify P child in any future examination, appointment, or applica-
tion for public service under the government either of the commonwealth or of
any political subdivision thereof.

SECTION 60A. Public inspection of records of delinquency case; consent, inspection
by child, parent or guardian.The records of the court or the superior court on
appeal in all cases of waywardness or delinquency arising under sections fifty-two
to fifty-nine, inclusive, shall be withheld from public inspection except with the
consent of a justice of such court, but such records in any such case against any
particular child shall be open, at all reasonable times, to the inspection of the
child, his or her _parent or parents, guardian and attorney, or any of them.

SECTION 61. Disposition of complaint alleging commisswn of criminal offense
by child between 14 and 17 years of age.If it be alleged in a complaint made
under sections fifty-two to sixty-three, inclusive, that a child has committed an
offense, against a law of the commonwealth, or has violated a city ordinance or
town by-law and if such alleged offense or violation was committed while the
child was between his fourteenth and seventeenth birthday, and if the court is
of the opinion that the interests of the public require that he should be tried
for said offense, or violation, instead of being dealt with as a delinquent child,
the court may, after a hearing on said complaint, order it dismissed.

MOTION 62. Restitution or reparation by child to injured person.Ic in adjudging
a person a delinquent child, the court finds, as an element of such delinquency that
he has committed an act involving liability in a civil action, and such delinquent
child is placed on probation, the court may require as a condition thereof, that
he shall make restitution or reparation to the injured person to such an extent
and in such sum as the court determines. If the payment is not made at once,
it shall be made to the probation officer, who shall give a receipt therefor, keep
a record of the payment, pay the money to said injured person, and keep on file
his receipt therefor.

SECTION 63. (Amended by St. 859, Acts of 1969. ) Inducing or abetting delinguency
of ehld; imprisonment; release; suspension of sentence; recognizance; appeal.Any
person who shall be found to have caused, induced, abetted, encouraged or con-
tributed toward the waywardness or delinquency of a child, or to have acted in any
way tending to cause or induce cuch waywardness or delinquency, may be punished
by a fine of not more than five hundred dollars or by imprisonment for not more
than one year, or both. The court may release on probation under section eighty-
seven of chapter two hundred and seventy-six, subject to such orders as it may
make as to future conduct tending to cause, induce or contribute to such wayward-
ness or delinquency, or it may suspend sentence under section one of chapter two
hundred and seventy-nine, or before trial with the defendant's consent, it may
allow the defendant to enter into a recognizance, in such penal sum aq the court
may fix, conditioned to comply with such terms as the court may order for the
promotion of the future welfare of the child, and the said case may then be placed
on file. The provisions for appeal and and recognizance in section fifty-six shall be
applicable to cases arising hereunder. The Boston juvenile court shall have juris-
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diction, concurrent with the municipal court of the city of Boston and the munici-
pal court of the Roxbury district, of complaints hereunder. The Worcester juvenile

Acourt shall have jurisdiction, concurrent with the central district court of orces-

ter, of complaints hereunder. The Springfield juvenile court shall have jurisdiction,
concurrent with the district court a Springfield, of complaints hereunder.

SECTION 64. Poltier8 of commissioner of iirobation; annual report. The coinmis-

stoner of probation may supervise the probation work for wayward and delinquent
children and make necessary inquiries in regard to the same, and in his annual
report may make such recoininendations as he considers advisable for the improve-
ment of methods of dealing with such children.

Provision Common to all Proceedings Against Children

SMTION e5. Juvenile sessions; presence of minors; exclusion of public.Courts
shan designate suitable tunes for the hearing of cases of children under seventeen
years of age, which shall be called the juvenile session, for which a separate docket
and record shall be kept. Said session shall be Fseparatc from that for the trial of
criminal cases, shall not, except as otherwise expressly provided, be held in con-
junction with other business of the court, and shall be held in rooms not used for
criminal trials; and in places where no Reparate juvenile court room is provided,

ihearings, so far as possible, shall be held n chambers. No minor shall be allowed to

be present at any such hearing unless his presence Ls necassary, either as a party or

as a witness; and the court shall exclude the general public from the room, admit-
ting only such persons as may have a direct interest in the case. A complaint under
section sixty-three may be heard in such juvenile session.

St:CTION 66. Detention of child in police station; commitment to jail, house of correc-

tion or state farrn.Except as otherwise provided in sectioa sixty-seven, and in
section twelve of chapter one hundred and twenty, no child under seventeen years

of ap shall be detained by the police in a lockup, police station or house of deten-

tion pending arraignment, examination cr trial by the court. Except as otherwise
provided in section sixty-eight, no child under seventeen years of age shall be
committed by the court to a jail or house of correction or to the state farm,
pending further examination or trial bv the court or pending any continuance of
his case or pending the prosecution of an appeal to the superior court or upon
adjudication as a delinquent child.

SECTION 67. (Amended by St. 838, Acts of 1969). Notice of arrest of child to
probation officer and parent or guardian; deteltion pending inquiry; release; request

for detention pending hearing; notice of hearing; detention facilities; inspection.
Wheaever a child between seven and seventeen years of age is arrested with or
without a warrant, as provided b,y law, the officer in charge of the police station

or town lockup to which the child has been taken shall immediately notify the
probation officer of the district court within whose judicial district such child was
arrested and at least one of the child's parents, or, if there is no parent, the guard-

ian or person with whom it is stated that such child resides, and shall inquire
into the case. Pending such notice and inquiry, such child shall be detained. Upon

tin acceptance by the officer in charge of said police station or town lockup of
the written promise of said parent, guardian or any other reputable person to be
responsible for the presence of such child in court at the time and place when such

child is I appear or upon the receipt of such officer in charge from said probation
officer of a request for the releaseof such child to him, such child shall be released
to said person giving such promise or to said probation officer making such re-

quest; provided, that, if the arresting officer requests in writing that a child be-
tween fourteen and seventeen 3rears of age be detained, and if the court issuing a
warrant for the arrest of a child between fourteen and seventeen years of age
directs in the warrant that such child shall be held in safekeeping pending his
appearance in court, or, if the probation officer shall so direct, such child shall be
detained in a police station ortown lockup, or place of temporary custody com-
monly referred to as a detention home of the department of youth services, or

any other home approved by the departme
intof

youth services pending his ap-
pearance in court. in the event any such child s so detained, the officer in charge

at the police station or town locku p shall notify the probation officer and parent

-or parents, guardian, or person with whom.it is stated that such child resides of
the detention of such child. Nothing contamedin this section shall prevent the
admitting of such child to bail in accordance wi th law. Said probation officer or
officer in charge at the poltce station or town lockup shall notify such child and

his parent or parents or guardian or person wi th whom it is stated that such
child resides of the time and place of the hearing of his case. No child between
fourteen and seventeen years of age shall be detained in a police station or town
lockup unless the detention facilities for children at such police station or town
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lockup have received the approval in writing of the coinmisshmer of youth serv-
ices. The department of youth services shall make inspection at least annually of
pollee stations or town lockups wherein children are detained. If nil such approved
detention facilities exist in any eity or town, such city or town may contract
with an adjacent city or town fcir the use of approved (1.4out ion facilities in order
to prevent children who aro detahied from coming in eontact with adult prisoners.
Nothing in this section shall permit tt child between fourteen and seventeen year::
if age being detained in a jail or house of correction. A separate and distinct

placo shall be provkled in police stations, town locktnk; or places of detenthni for
such children.

SECTION 68. (Amended by St. 838, Aets of 19(9). Commitment of ehildren held
for examination or trial; department of youth serviees; detention houses of department
of youth services; preerdence of eases.A child between seven and seventeen years
of age held by the court for further exatnination, trial or continuance, or for
indictment and trial under the provisions of sections seventy-three to eighty-
three, or to prosecute an appeal to the superior court., if unable to furnish bail,
shall be committed by the court to the eare of the department of youth service::,
a probation officer, a parent, guardian, or other responsible person who shall
provide for his safokeeping; provided, however, that the appearance at smell
examination or trial, or at the prosecution of the appeal of such child, shall be the
tesponsibility of the court for which he is being held in safekeeping.

The department of youth services may provide special foster homes, and places
of temporary custody commonly referred to as detention homes of the department.
of youth services for the care, maintenance and safekeeping of such children
between seven and seventeen years of age who may be committed by the court to
said department under this section; provided, that no more than five such chiidren
shall be detained in any such special foster home at any one time.

A child between seven and seventeen years of age so committed by the court to
jail or to the youth service board to await further examination or trial by the
Boston juvenile court, the Worcester juvenile court, the Springfield juvenile
court, a distriet court. of the superior court shall be returned thereto within
fifteen days after the date of the order of such commitment, and final disposition
of the case shall thereupon be made by adjudication or otherwise, unless, in the
opinion of the court, the interest. of the child and the public otherwise require.

The provisions of section twenty-four of chapter two hundred twelve, relative
to the precedence of cases of persons actually confined in prison and awaiting
trial, shall apply to children held in detention facilities of the department of youth
services under this section to prosecute appeals to the superior court, or held for
indictment and trial under the provisions of section seventy-three to eighty-three
inclusive.

Said probation officer shall have the same authority, rights and powers in
relation to a child committed to his care under this section, and in relation to a
child released to him as provided in section sixty-seven, as he would have if he
were surety on the recognizance of such child.

S 1..:CTION 68A. (Amended by St. 838, Acts of 1969). Diagnostic study by depart-
ment of youth services; report and recommendations.A child between seven and
seventeen years of age, held by the court for fu:ther examination, trial or continu-
ance, or for indictment and trial under the provisions of sections seventy-three to
eighty-three, inclusive, or to prosecute an appeal to the superior court, may at the
discretion of the court be referred to the depart ment of youth services, any court
clinic, or the department of mental health, with its consent, and with the consent
of the parents or guardian, for diagnostic study on an inpatient or outpatie:.t
basis; and, upon completion of such study, the department of youth services,
court clinic or department of mental health, as the case may be, shall forward a
report and recommendations to the court. In default of bail, any such child may
be committed by the court to the department of youth services for a period not to
exceed thirty days while undergoing diagnostic study. At the expiration of such
period, such child shall be returned to the court, together with the report and
recommendations of the department of youth services.

SECTION 68B. (Amended by St. 838, Acts of 1969). Special foster homes; deten-
tion homes; transfer of child.The department of youth services may use or
provide special foster homes and places of temporary custody connnonly referred
to as detention homes, at various places in the commonwealth which shall be
completely separate from any police station, town lockup or jail, and which shall
be used solely for the temporary care, custody and study of children committed
to the care of the department of youth services. The commissioner of youth
services may at his discretion transfer any child thus committed from any foster
home or detention home to another such foster home or detention home.



Soicrios 68C. (Amended by St. 838, Acts of 19(9). Diagnostic services by
departnu.nt of joi i services.the depart meta of youth serviees shall maintain
and provide diagnostie services for he purpose of providing this diagnostic studies
ani making the reports and recommendations provided for under section sixty-
eight A, ai.d the department nmy provide offices and facilities for :4ileh diagnipuie
services at such places in the commonwealth as will best :4erve the needs of the
several courts.

Smcrlon 69. I nformation and reports of superintemknts of schools and teachers
relating to conduct of child awaiting examination or trial.the superintendent of
the public schools in any town, any teaclwr therein, and any person in charge of a
private school, or any teacher therein, shall furnish to any court from time to
time any information tuid reports requested by any justice thereof relating to the
atteadance, conduct and standing of any pupil enrolled in such school, if said
pupil is at. the time awaiting examination or trial by the court or is under the
supervision of the court.

SECTION 69A. (Amended by St. 538, Acts of 1969). Information of probation
officers. police and school authorities with respect to committed child.When a person
has be,sn connnitted to the department. of youth services, the court, the probatien
officers, and other pui lie and police authorities, the school authorities, and other
public officials shall make available to :mid department all pertinent information
in their possession in respect to the case.

SECTION 70. Summoning of parent or guardian during case.At any time during
the pendency of any case before a court or trial justice against a child under
seventeen years of age, whether pending adjudication or during continuances or
probation or after the case has been taken from the files, the court or trial justice
may summon any parent or guardian of said child, or any person with whom the
child resides, in the manner provided in section fifty-five.

SECTION 71. Failure to appear on summons; capias.If any person to whom a
summons is issued under the preceding section or section forty-two or fifty-five
fails to appear in response to such summons, the court issuing the summons may
issue a capias to compel the attendance of such person, and such capias shall be
issued and served in the same manner as a capias to compel the attendance of
witnesses who have failed to appear on a subpoena issued in behalf of the common-
wealth in a criminal case.

SECTION 72. (Amended by St. 838, Acts of 1969). Continuance of jurisdiction
of courts in juvenile sessions; commitment of children over age limit to department
of youth sertnces.Courts, including the superior court on appeal, shall continue
to have jurisdiction in their ;uvenile sessions over children who attain their
seventeenth birthday pending adjudication .4 their cases, or pending hearing and
determination of their appeals, or during continuances or probation, or after their
cases have been placed on file; and if a child commits an offense prior to his
seventeenth birthday, and is not apprehended until between his seventeenth and
eighteenth birthdays, the court shall deal with such child in the same manner as if
he had not attained his seventeenth birthday, and all provisions and rights applic-
able to a child under seventeen -shall apply to such child. Nothing herein shall
authorize the commitment of a child to the department of youth services after he
has attained his eighteenth birthday, or give any court in its juvenile session
am, power or authority over a child after he has attained his eighteenth birthday.

SECTION 72A. (Amended by St. 308, Acts of 1964). Proceedings upon appre-
hension after eighteenth birthday.The case of any person who commits an offense
or violation prior to his seventeenth birthday, and who is not apprehended until
after his eighteenth birthday, shall be hear and determined in accordance with
sections fifty-three to sixty-three, inclusive In any such case, the court, in its
discretion after hearing on the complaint, either shall order that the person be
discharged, if satisified that such discharge is consistent with the protection of
the public; or shall order that the complaint be dismissed, if the court is of.opinion
that the interests of the public require that such person be tried for such offense
or violation instead of being discharged.

Criminal Proceedings
SECTION 73. Repealed, St. 308, Act of 1964.
SECTION 74. (Amended bv St. 787, Acts of 1967). Limitation on criminal pro-

ceedings against children.gxcept as hereinafter provided, no criminal proceeding
shall be begun against any person who prior to his seventeenth birthday commits
an offense against the law of the commonwealth or who violates any city ordinance
or town by-law, unless proceedings against him as a delinquent child have been
begun and dismissed as required by section sixty-one or seventy-two A; provided,

g
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however, that a criminal complaint alleging violation of any provision of chapter
eigl,ty-nine or ninety, which is not punishable by imprisonment or by a fine of
more than one hundred dollars, or of any city ordinance or town by-law regulating
the operation of motor vehicles, may issue against a child between sixteen and
seventeen years of age without first proceeding against him as a delinquent child.

SECTION 73. (Amended by St. 308, Acts of 1964). Complaint; issuance; commit-
ment or binding over for trial.If, under section sixty-one or seventy-two A, the
court orders that a delinquency complaint against a person be dismissed, the
court shall forthwith canoe a criminal complaint to be issued against such person
for the alleged offcnse or violation, cause such complaint to be subscribed by the
complainant, and examine on oath the complainant and the ultnesses produced
by him; and, if the person appears to be guilty of the offense or violation, the coOrt
shall commit him or bind him over for trial in the superior court according to the
usual course of criminal proceedings. Section thirty of chapter two hundred and
eighteen shall apply to any such case, and section sixty-eight of this chapter shall
apply to any person committed under this section for failure to recognize, pending
a determination by the court that he appears to be guilty and pending final
disposition in the superior court.

SECTIONS 76 to 82. Repealed, St. 308, Acts of 1964.
SECTION 83. (Amended by St. 838, Acts of 1969). Proceedings in superior court;

disposftion.The indictment of any person bound over under section seventy-five
shall be tried before the superior court in the same manner as any criminal pro-
ceeding, and upon conviction such person may be sentenced to such punishment
as is pr( vided by law for the offense, or placed on probation, with or without a
suspended sentence for such period of time and under such conditions as the court
may order. But, if such person has not attained his eighteenth birthday prior to a
pnaing or plea of guilty, the superior court may, in its discretion, and in lieu of a
Judgment of conviction and sentence, adjudicate such person as a delinquent
child, and make such disposition as may be made by a district court or the Boston
Juyenile court under section fifty-eight; but no person adjudicated a delinquent
child under the provisions of this section shall, after he has attained his eighteenth
birthday, be committed to the department of youth services or continued on pro-
bation or under the jurisdiction of the court.

SECTION 84. (Amended by St. 838, Acts of 1969). Warrant of commitment to
department of youth services.Whenever a person is committed to the department
of youth services by a court under section fifty-six, fifty-eight or eighty-three, a
warrant of commitment shall be issued in substance as follows:

(County) 88.
To the Sheriff of the County of or his Deputy, or any Constable or Police

Officer in 8aul County, and to the Department of Youth Services at
GREETING:

Whereas, (name of person committed) of in the county of
a boy (or girl) between seven and seventeen (or eighteen) years of age, has this
day been brought before the court of by virtue of a sum-
mons (or warrant) issued to (against) him (or ler) on the complaint of
of in the county of who therein, upon oath, says that said
defendant, at in the county of on the day of

in the year one thousand nine hundred and was guilty
of as is more fully alleged in said complaint.

And after hearing all matters and things concerning the same, and all persons
entitled thereto having been summoned and notified of the pendency of said com-
plaint, as required by law, it is adjudged by said court that said defendant is
delinquent and that lv.1 (or she) is of the age of years and
months, and is a suitable subject for commitment to the custody of the department
of youth services, and that his (or her) moral welfare and 'lie good of society
require that he (or slat) should be sent thereto for diagnosis, treatment and train-
ing; and it is thereupon ordered by said court that said defendant stand committed
to the custody of the department ( f youth services during his (or her) minority,
or until he (or she) be discharged according to law.

You are therefore hereby required, in the name of the Commonwealth of Massa-
chusetts, to take lid defendant and him (or her) carry to the department of youth
services and L Li or her) deliver to the (designated officer) thereof, together
with an attested copy thereof, and thereafterward forthwith to return this warrant
with your doing thereon into said court.

THE COMMONWEALTH OF MASSACHUSETTS
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And you, the department of youth services, are alike required to receive saiddefendant into your custody, and him (or her) safely keep for diagnosis, treatment,instruction and training until the expiration of said term of his (or her) minority,or he (or she) be discharged according to law.Witness, at said this day of in theyear one thousand nine hundred and _ .

Clerk,.A true copy.
(Constable ofAttest:
(Sheriff of

No variance from said form shall be considered material if it sufficiently appearsupon the face thereof that the person is committed by the court in the e.:ercise ofthe powers conferred by this chapter. The warrant may be executed by anyofficer qualified to serve civil or criminal process in the county where the case isheard. 4iccompanying the warrant, the court or magistrate shall transmit to thedesignated officer of the department of youth services, by the officer serving it, astatement of the substance of the complaint and testimony given in the case,and such other particulars relative to the person committed as can be ascertained.Chapter 120
Department of Youth Services and Massachusetts Training SchoolsSECTION 1. (Amended by St. 838, Acts of 1969). Corporate status of departmentof youth services, holding and investing trust funds.The department of youthservices shall be a corporation for the purpose of taking, holding and investingin trust for the commonwealth, subject to section fifteen of chapter ten, anygrant or devise of land or any gift or bequest made at any time for the use ofany institution of which said dep....tment has the management, government andcare and it shall succeed to and retain the rights, powers and duties formerlyheldor acqui. ,d by the division of youth service and by the youth service board,except as otherwise provided in said section fifteen and in this chapter.SECTION 2. (Amended by St. 838, Acts of 1969). Management, government andcare of industrial schools; employmetu of expert personnel by commissioner.Thedepartment of youth services shall have the management, government and careof the Lyman school for boys at Westborough the industrial school for girls atLancaster, the industrial school for boys at Shikey, and of all other institutions,except correctional institutions of the commonwealth, supported by thecommonwealth for the custody, diagnosis, caie and training of delinquent orwayward children or habitual truants or habitual absentees or habitual schooloffenders or juvenile offenders. The department of youth services shall have controlof the land and buildings of said schools. To carry out its duties under this chapter,the commissioner shall authorize the employment within the limits of the amountappropriated therefore, such medical, dental, psychiatric, psychological, socialwork, legal, investigative and other expert personnel, including experts in thefields of fiscal affairs, research and planning, and personnel administration andtraining, superintendents, field representat;ves, supervisory, clerical and otheremployees as he shall deem necessary, and shall prescribe their duties. Physicians,dentists and psychiatrists employed hereunder shall not be subject to theprovisions of chapter thirty-one or section nine A of chapter thirty.SECTION 2A. R,epealed, St. 838, Acts of 1969.

SECTION 3. (Amended by St. 838, Acts of 1969). Appointment of 3uperintendents,.chaplains and physicians.The commissioner of youth services shall from timeto time appoint a superintendent, chaplains and a physician of each of said schoolsand institutions, and shall, in accordance with law appoint all other officersand employees required at said schools and institutions and shall prescribe theirduties.
SECTION 4. (Amended by St. 838, Acts of 1969). Rules and regulations; by-laws.The commissioner of youth services shall establish rules, regulations, and bylawsfor the government of each institution and shall see that its affairs are conductedaccording to law and to such rules, regulations and by-laws; but the purposethereof and of all education, employment, training, discipline, recreation andother activities carried on in the institutions shall be to restore and build upthe self-respect and self-reliance of the children lodged therein and to qualifythem for good citizenship and honorable employment.

SECTION 4A. Repealed, St. 838, Acts of 1969.SECTION 5. (Amended by St. 838, Acts of 1969). Examination and study ofci ildren committed; re-examtnations, records; discharge.(n) When a person has been committed to the department of youth services, itshall, under rules established by it, forthwith examine and study him and investi-gate all pertinent circumstances of his life and behavior.
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(b) The department of 'outh services shall inake periodic reexamination of all
persons within its control. Those examinations may be made as frequently as the
department considers desirable, and shall be inade with respect to every person at
intervals not exceeding one ymtr.

(c) The department of otth services shall keep written records of all examina-
thnis and of the coneh..,Ions based tlwreon, and of all orders concerning the
disposition or treatment if every person subject to its control.

(d) Failure of the ch partment of youth services to examine a person comnutted
to its, or to reexamine him within one year of a previous examination, shall not of
itself entitle the person to discharge from the control of the department, but shall
entitle him to petition the connnitting court for an order of discharge, and the
court shall discharge him unless the department upon due notice satisfies the
court of the necessity for further control.

SECTION 6. (Amended by St. 838, of 1969) . Liberty under supervision; confine-
ment; reconfinement: revocation or modification of older; disrharge.When a person
has been committed to the department of youth services, it nmy after an objec-
tive consideration of all available information

(a) Permit him his liberty under supervision and upon such considerations as it
believes conductive to law-abiding conduct ; or

(b) Order his confinement under such conditions as it believes best designed
for the protection of the public; or

(c) Order reconfinement or renewed release as often as conditions indicate to
be desirable; or

(d) Revoke ce. modify any order, except an o xler -t filvil discharge, as often
as conditions indicate to be desirable; or

(e) Discharge him from control with notice t rt, except as provitied in
section twelve, when it is satisfied that such ill ;c rge is consistent with the
protection of the public.

SECTION 6A. (Amended by St. 838, Acts of ;: Correc;ion of socially harmful
tendencies.As a means of col recting the sociallr harmful tendencies of a person
co m mitted to it, the department of youth :-.rvices may

(a) Require participation by him in vocational, physical, educational, mai
correctional training and activities.

(b) Require such modes of life and conduct a S seem best adapted to fit him for
return to full liberty without danger to the public.

(c) Provide such medical Gr psychiatric treat sent as is necessary.
SECTION 7. (Amended by St. 838, Acts of 1969). Powers and antics of super-

intendent.The superintendent of each school or other institution, with the
sub(mdinate officers, shall have general charge of and be responsible for the
welfare and custody of the children lodged therein, and for carrying out the
rehabilitative program prescribed by the coramissioner of youth services. He shall
be a constant resident at the school, and, under the direction of the commissioner
of youth services, shall seek to establish relationships and to organize ways of
life that will meet the moral, physical, emotional, intellectual and social needs
of the children under his care as those needs would be met in adequate homes.

SECTION 8. (Amended by St. 838, Acts of 1969). Bond and accounts of superin-
tendents; accounting to commissioner of department of youth services.Each super-
intendent shall before entering upon his duties give bond to the commonwealth,
with sureties approved by the governor and council, in such sum as the comptroller
may prescribe, conditioned that he shall faithfully perform all his duties and
account for all money received by him as superintendent. The bond shall be filed
in the office of the state treasurer. Each superintendent shall have charge of all
the property of the institution within the precincts thereof. He shall keep accounts
.of all his receipts and expenditures, and of all property intrusted to him, showing
the income and expenses of the institution; and shall account to the commigsioner
of youth services, in such manner as said commissioner may require, for all money
received by him. His books and all documents relative to the school shall at all
times be open to the inspection of the commissioner of youth services.

SECTION 9. (Amended by St. 838, Acts of 1969). hogers fund .The super-
intendent of the industrial school for girls, under the disection of the commissioner
of youth services, shall purchase books with the income and profits and according
to the terms of the donation of Henry B. Rogers.

SECTION 10. (Amended by St. 838, Acts of 1969). Use of public or private
indtitutions and agencies; control: inspection; acceptance and care of de-

lingLent children; effect of placement of person in or release from institution on control
.by the department.For the purpose of carrying out its duties and effectuating
the decisions of the department of youth services with respect to the classification,
placement for training and treatment, transfer, release under supervision and
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discharge of persons committml to the department the commissioner of youth
services is autliorized to make use of law enforcement, detention, supervisory,
medical, educational, correct ional, segregative, and her facilities, inst it uth
and agencies, whether public or private, within the commonwealth wherever
feasible, otherwise outside the commonwealth; provided however, that the de-
partment shall not transfer custody of any person who was committed to the de-
partment by a juvenile court and who is under twenty-one to a penal institution.
The commissioner of youth services may enter into agreements with the appro-
priate private or public officials for separate care and special treatment in existing
institutions of persons committed to the department.

At least twice annually, the connnissioner of youth services with the assist-
ance of the executive secretary to the advisory committee shall be responsible
for convening and programing a meeting of a youth services coordinating council
composed of the connnissioners of public health, mental health, education, public
wlfae, corrections, and probation, and the commissioner of administration and
finance or their designees. The youth services coordinating council shall meet
for the purposes of providing for the coordination and mutual assistance in the
carrying Out and evaluation of all the programs relating to youth services in the
comnumwealth. Said council shall jointly prescribe and from time to time amend
rules and recommendations of their various departments for the aforementioned
purposes.

(b) Nothing herein shall be construed as giving the department of youth ser-
vices control over existing facilities, institutions or agencies other than those
listed in section two, or as requiring such facilities, institutions or agencies to
service said department inconsistently with their functions, or with the authority
of their officers, or with the laws and regulations governing their activities, or as
giving said department power to make use of any private institution or agency
without its consent, or to pay a private institution or agency for services which
a public institution or agency is willing and able to perform.

(c) Public institutions and agencies are hereby required to accept and care
for delinquent children or convicted persons sent to them by the department in
the same manner as they would be required to do had such persons been committed
thereto by a juvenile court, district court, superior court or probate court.

(d) The department is hereby given the right and shall be required periodi-
elly to inspect all public and all private institutions and agencies whose facili-

ties it is using. Every institution and agency, whether public or private, is required
to afford the department reasonable opportunity to examine or consult with
persons committed to the department who are for the time being in the custody
of the institution or agency.

(e) Placement of a person by the department in any institution or agency not
operated by the department or the release of such person from such an institution
or agency shad not terminate the control of the department over such person. No
person placed in such institution or under such an agency may be released by the
institution or agency without the approval of the department.

SECTION 11. (Amended by St. 838, Acts of 1969). Places for detention and diagnosis;
treatment and training facilities; facilities to aid persons given conditional releases;
forest or farm sch ol camps.When funds are available for the purpose, the
commissioner of youth services may:

(a) establish and operate places for detention and diagnosis of all persons com-
mitted to the department;

(b) establish and operate additional treatment and training facilities necessary
to classify and segregate and handle delinquents and juvenile offenders of different
ages, habits and mental and physical condition according to their needs;

(c) establish facilities to aid persons given conditional release or discharged by
the department to find employment and to lead a law-abiding existence, and shall
establish, on land under the control of the department of natural resources or
upon other sites approved by the commissioner of natural resources, forest or
farm school camps to which children placed in the care of the department of youth
services may be sent for such education and training as may be deemed best for
their readjustment, the work projects of which may be assigned in farming or
reforestation maintenance and development of state forests and recreational
areas as may be approved by the commissioner of natural resources.

SECTION 12. (Amended by St. 838, Acts of 1969). Parole; placing custody in home
or family; agents; investigations; notice to commissioner of public welfare; resumption
of care.The department may direct release under supervision at any time and
may place children in its custody in their usual homes or in any situation or
family that has been approved by the department. The commissioner of youth
services may, subject to appropriation, employ agents for investigating places and
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for visiting and supervising children, and may provide for the maintenance, in
whole or in part, of any child so placed in the charge of any person. Immediately
on placing children in families or homes, the commissioner of youth services shail
notify the commissioner of public welfare of the name of each child so placed and
of the name and residence of the person to whose care he is entrusted. The
department may at any time, until the expiration of the period of commitment,
resume the care and custody of any child released under supervision. The depart-
ment shall place children in families or homes of the religious belief of such children,
but if this be impracticable, then due regard shall be had to the locality, and, if
practicable, the home shall be such that the children shall have the opportunity to
attend religious worship of their own belief.

SECTION 13. (Amended by St. 838, Acts of 1969). Escape; breach of parole;
arrest; detention.A boy or girl committed to the department and placed by it in
any institution or facility, who has escaped therefrom, or who has been released
on parole and broken the conditions thereof, may be arrested without a warrant by
a sheriff, deputy sheriff, constable, police officer, or person employed and author-
ized by the department, and may be kept in custody in a suitable place and there
detained until such boy or girl may be returned to the custody of the department.

SECTION 13 A. (Amended b3r St. 838, Acts of 1969). Compensation for property
.damage caused by inmates; notice of damage; claim; filing.Upon written request
f the department, there shall be paid out of the state treasury, from such funds
as may be available therefor, to any person determined by the attorney general to
be entitled to compenEation for damage to his property caused by the act of any
inmate of the Lyman school for boys at Westborough, the industrial school for
girls at Lancaster, the industrial school for boys at Shirley, the department of
youth services reception center at Westborough or any other institution of which
the board has management, government and care under the provisions of section
two while escaping therefrom, such sum as the attorney general shall determine to
be just and reasonable and as the governor and council shall approve; provided,
that written notice of said damage and claim for compensation therefor be filed with
the department within one year next after the dateon which such damage occurred.

SECTION 14. (Amend by St. 838, Acts of 1969). Application for new committments
for insane, feeble minded and sexually psychopathw persons.Whenever the de-
partment finds that any person committed to it is insane or feeble minded, within
the meaning of chapter one hundred and twenty-three, or a sexual psychopath,
within the meaning of chapter one hundred and twenty-three A, or a potential
psychotic, as defined and determined by the assistant commissioner of the bureau
of clinical services, the department may make application to the proper court for a
new commitment to the appropriate agency in accordance with law.

SECTION 15. (Amended by St. 838, Acts of 1969). Transfers from Massachusetts
reformatory and reformator:r for women.With the consent of the department, the
commissioner of correction may transfer to the care of the department any boy
under seventeen sentenced to the Massachusetts reformatory, or any girl under
seventeen sentenced to the reformatory for wr-men, for such disposition as in the
pinion of the department, after study, will best serve the needs of the boy or
girl and best protect the interests of the public.

SECTION 16. (Amended by St. 8.38, Acts of 1969). Discharge.Every person
committed to the department as a wayward child or delinquent child, if not
already discharged, shall be discharged when he reaches his twenty-first birthday,
unless a petition is filed by the department under section seventeen. Every person
committed to the department after conviction in criminal proceedings, unless
already discharged, shall be discharged when such person reaches his twenty-third
birthday, unless a petition is filed by the department under section seventeen.

SECTION 17. (Amended by St. 838, Acts of 1969). Procedure when discharge
Wanted dangerous; control beyond age limit; order; application; statement of facts;
review of order.Whenever the department is of the opinion that discharge of a
person from its control at the age limit stated in section sixteen would be physically
dangerous to the public because of the person's mental or physical deficiency,
disorder or abnormality, the department shall make an order directing that the
the person remain subject to its control beyond the period and shall make applica-tion to the committing court for a review of that order by the court. The order
and application shall be made r r least ninety days before the time of discharge
stated in section sixteen. Tbe application shall be accompanied by a written
staternent of the facts upon which the department bases its opinion that discharge
from its control at the time stated would be physically dangerous to the public,
but no such application shall be dismissed nor shall the order be discharged,
merely because of its form or an asserted insufficiency of its allegations; every
rder shall be reviewed upon its merits.
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SECTION 18. (Amended by St. 838, Acts of 1969). Notice of application for
review of order; hearing; appointment of counsel; court order.--If the department
applies to the court for review of an order as provided in section seventeen, the
court shall notify the person whose liberty is involved, and if he or she be not
sui juris, his parent or guardian (if such persoi can be reached and if not the
court shall appoint a person to act in the place of the parent or guardian), of the
application, and shall afford him an opportunity to appear in court with the aid
of counsel and of process to compel attendance of witnesses and production of
evidence. When he is unable to provide his own counsel, the court shall appoint
counsel to represent him.

If after a full hearing the court is of opinion that discharge of the person to
whom the order applies would be physically dangerous to the public because of
his mental or physical deficiency, disorder, or abnormality the court shall confirm
the order of the department. If the court is of opinion that discharge of the person
from coatinued control of the department would not be physically dangerous to
the public, the court shall disapprove the order of the department and shall order
the person to be discharged from its control.

SECTION 19. (Amended by St. 838, Acts of 1969). New orders if control continued;
periodic applications for review; procedure.When an order of the department
is confirmed as provided in section eighteen, the control of the department over
the person shall continue, subject to the provisions of this chapter; but, unless
the person is previowly discharged in accordance with section six (e), the depart-
ment shall, within two years after the date of such a confirmation in the case of
persons committed as wayward children or delinquent children, or within five
years after the date (3e such a confirmation in the case of persons committed after
conviction in criminal proceedings, make a new order and a new application for
review thereof in acecrdance with tka provisions of section seventeen. Such orders
and applications may be repeated a intervals as often as in the opinion of the
department may be necessary for the protection of the public, except that the
department shall ha ve power, in order to protect other children and adolescents,
to transfer the custody of any person over twenty-one years of age to the depart-
ment of correction for placement in the appropriate institution.

Every person shall be discharged from the control of the department at the
termination of the period stated in this section unless the department has pre-
viously acted as therein required, and shall be discharged if the court fails to
confirm the order as provided in section eighteen.

SECTION 20. (Amended by St. 838, Acts of 1969). Appeal to superior court;
modification; reversal; control pending appeal.(a) If under the provisions of
sections eighteen and nineteen the court confirms an order, the person whose
liberty is involved may appeal to the saperior court for a reversal or modification
of the confirmation. The appeal shall be taken in the manner provided by law for
appeal to the said court from judgments of an inferior court in criminal cases.

(I)) After the hearing of the appeal the superior court may affirm the order of
the lower court, or modi!y it, or reverse it and order the appellant to be discharged
by tne department.

(c) Pending the appeal the appellant shall remain under the conta )l of the
department.

SECTION 21. (Amended by St. 838, Acts of 1969). Effect of commitment on
application for public service; discharge; restoration of civil rights; records; inspection;
consent; evidence in other proceedings.Commitment to the care of the department
of a wayward child or delinquent child shall not operate to disqualify said child
in any future examination, appointment or application for public service under
the government either of the commonwealth or of any political subdivision
thereof.

Whenever a person committed to the department by a court upon conviction of
a crime Ls discharged from its control such discharge shall, when so ordered by
the department, restore such person to all civil rights and shall have the effect of
setting aside the conviction. 'The conviction of such a person shall not operate
to disqualify him for any future examination, appointment or application for
public service under the government either of the commonwealth or of any political
subdivisioh thereof.

The records of commitment to the department shall be withheld from public
inspection except with the consent of the department, but such records concerning
any child who at the time of commitment was between seven and seventeen years
of age shall be open, at all reasonable times, to the inspection of the child, his or
her parent or parents, guardian or attorney, or any of them. A commitment to the
department shall not be received in evidence or used in any way in any proceeding
in any court except in subsequent proccedhigs for waywardness or delinquency

2'
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against the same child, and except in imposing sentence in any criminal proceeding
against t he smile person.

SCTION 22. (Amended by St. 838, Acts of 1969). Inquiry into effectiveness of
.3ethods; Irformalion; annual report; contents. The department shall conduct con-
tinuing inquiry into the effectiveness of the treatment methods it employs in
seeking the reformation of juvenile and youthfuroffenders. To this end the depart-
ment shall obtain from the coinmissioner of probation all court record information
on its wards compiled :subsequent to their discharge from the jurisdiction of
the department., and with the cooperathm of the c( nnmissi( ner ()f pr()bation tabu-
late and analyze these data so that they may be used to evaluate the relative
merits of methods of treatment. The results of such studies shall be made avai -
able to the public in each annual report of the department. The department shall
make an annual report to the governor and to the general court containing, in
addition to other matters rr muired by law, a statement of the number of pers(ms
committed to the department during the preceding fiscal year and of the disposition
made of such persons and of all other persons under its supervision during said
year. The report shall include such inventories as the institutions under the depart-
ment's supervision are required by law to make, a statement of the c(mdition
and needs of the facilities under its supervision, and of the progress made toward
an integrated rehabilitory system capable of giving the most effective individual
treatment for rehabilitation. The report shall include such recommendations for
legislation as the department may wish to make.

SEMION 23. (Amended by St. 838, Acts of 1969). Power of department to act as
guardians of children.- -The department may act as guardians for any boy or girl
in its charge under twenty-one who has neither parent living nor guardian, with
all the power and authority conferred by chapter two hundred and one, except
that when a guardian is appointed, the powers herein conferred shall cease.

SECTION 23A. (Amended by St. 838, Acts of 1969). Disposition of unclaimed
money held for former ward; records.Annually on or before November thirtieth,
the department shall pay to the state treasurer all unclaimed money held by it for
the benefit of any former ward of the department whose whereabouts are then
imknown to it and have been unknown for seven years subsequent to his becoming
of age. At the time of so paying over any such money, the department shall certify
to the comptroller the amount of such money then held for the benefit of each
former ward, his full name, age, if known, and last known address, the names of
his parents, if known, and such further information as it deems relevant; and said
comptroller shall make and keep a record thereof.

SECTION 24. (Amended by St. 838, Acts of 1969). Expenditure of gifts.The de-
partment may expend any money given for the purpose in erecting houses or other
buildings on the land of the commonwealth at Lancaster, for increasing the
accommodation and facilities of the industrial school, if the plans therefor are
first approved by the bureau of building construction.

SECTION 25. (Amended by St. 838, Acts of 1969). Children committed by United
States courts.The provisions of this chapter relative to commitment to the care
of the department shall extend to boys and girls committed by authority of the
courts or magistrates of the United States.

SECTION 26. (Amended by St. 838, Acts of 1969). Aiding or assisting in escape.
Whoever aids or assists a child in the custody of the department to escape or
attempt to escape shall be punished by a fine of not more than five hundred
dollars or by imprisonment for not more than two years.

Chapter 123

COMMITMENT AND CARE OF DEFECTIVE DELINQUENTS
SECTION I. Definitions.The following words as used in this chapter, unless the

context otherwise requires, shall have the following meanings:
"Commissioner", commissioner of mental health.
"Department", the department of mental health.
"Institution", hospital or other institution, public or private, under the generalsupervision of the department.
"Judge", judge or justice.
"Residence", residence or place where found.
"State hospital", state hospital, state school, state colony or other state institu-tion under the control of the department.
"State", state, territory, or dependency of the United States.
"Mentally ill" penon, for the purpose of involuntary commitment to a mental

hospital or school under the provisions of this chapter, shall mean a person subjectto a disease, psychosis, psychoneurosis or character disorder which renders him
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so deficient in judgment or emotional control that he is in danger of causing
physical harm to himself or to others, or the wanton destruction of valuable
property, or is likely to conduct himself in a manner which clearly violates the
established laws, ordinances, conventions or morals of the community.

The terms "mentally ill" and "mental illness" shall have the same meaning as
the terms "insane" and "insanity", respectively, as now or formerly used in this
chapter and in rules and regulations of the department, but a ti.iding that a person
is mentally ill for purposes of commitment to a mental hospital or school shall not
per se itnport &finding of civil incompetency or of criminal irresponsibility.

"Mentally deficient" person, a person whose intellectual functioning has been
abnormally retarded, or has demonstrably failed, the deficiency being manifested
by psychological signs. "Mentally deficient" shall have the same meaning as the
term "feeble minded" as now or formerly used in this chapter.

SECTION 66. Commitment to schools for feeble minded persons: application: certifi-
cate: order.Any judge of probate, within his county, upon written application,
if he finds that a person residing or being within said county is a proper subject for
the Walter E. Fernald state school, the Belchertown state school, the Paul A.
Dever state school tn. the Wrentham state school, may commit. him thereto by an
order of commitment, directed to the superintendent thereof, made in accordance
with section fifty-one, and accompanied by a certificate in accordance with section
fifty-three by a physician, qualified as therein provided, that such person is a
proper subject for said school, and all provisions of said section shall apply to such
certificate, except that the physician's examination of the alleged feeble minded
person shall have occurred within ten days of the signing and making oath to the
certificate, which shall bear date not more than twenty days prior to the commit-
ment of such person. Any justice of a district court may, in the manner and subject
to the conditions imposed by the preceding sentence, commit a person, including a
juvenile, residing or being within his district to any of such schools; but no person
shall be so committed unless the approval of the de: q.t tment shall be filed with the
application for his commitment. The order of coni.litment shall also direct the
sheriff, deputy sheriff, constable, police officer, or other person to apprehend and
convey the said person to the school to which he has been committed. Such order
shall be void if such person shall not be received at the school named therein within
sixty days after the oiate of such order. Unless the person sought to be committed is
present at the time of the hearing, or the application is made by some one legally
entitled to his custody, notice of the application and of the time and place of
hearing shall be given to the person sought to be committed, and the order of
commitment shall state what notice was given or the finding of facts which made
notice unnecessary, and shall authorize custody of the person until he shall be
discherged by oruer of a court or otherwise in accordance with law.

If a feeble-minded person is committed to such a schnol, the department shall
thereafter have power, whenever advisable, to transfer him to the custody or
supervision of the department ; and thereafter the provisions of section sixty-six A,
relative to removal, temporary release and discharge of feeble-minded persons,
shall apply to such person.

SECTION 66A. Commitment of feeble-minded person to custody of department:
application: approval: powers of department.If an alleged feeble-minded person is
found, upon examination by a physician qualified as provided by section fifty-
three, to be a proper subject for commitment, the judge of probate for the county
in which such person resides or is found may upon application commit him to the
custody or supervision of the department; but no person shall be so committed
unless the approval of the department shall be filed with the application for his
commitment. If he is committed to the custody or supervision of the department
the department shall thereafter have power, whenever advisable, to transfer him
to a state school for the feebel-minded. If the alleged feebel-minded person is
committed to the custody or supervision of the department of mental health, the
said department may temproarily release him in the manner provided by, and
subject to, the provisions of section eighty-eight, or may discharge him under
section eighty-nine.

SECTION 100. Commitment of persons under complaint or indictment found to be
mentally ill; exanvination.If a person under complaint, or indictment for any
crime, or a child between seven and seventeen years of age complained of as a
delinquent or wayward child, is at the time appointed for trial, hearing or sentence,
or at any time prior thereto found by the court to be mentally ill or in such mental
condition that his commitment to a state hospital is necessary for his proper
care or observation pending a determination as to any mental illness, the court
may commit him to a state hospital or to the Bridgewater state hospital under
such limitations, subject to the provisions of section one hundred and five, as it
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may order. The court may in its discretion employ one or more experts in mental

illness, or other physicians qualified as provided in section fifty-three, to examine

the person or child complained of as a delinquent or wayward child, and all
reasonable expenses incurred shall be audited and paid as in the case of other court

expenses. A copy of the complaint or indictment and of the medical certificates
attested to by the clerk shall be delivered with such person or child in accordance

with section fifty-three. If recoveyed to jail or custody under section one hundred
and five, he shall be held in accordance with the terms of the process by which

he was originally committed or confined.
SECTION 113. Commitment to department for defective delinguents.For the pur-

poses of this section, the term "crimes which create a danger to life or limb" shall
include crimes defined in sections thirteen through twenty-nine of chapter two
humdred and sixty-five; sections one through five A, eleven through nineteen,
one hundred and one, one hundred and two, and one hundred and seven of chapter

two hundred and sixty-six; section thirty-four of chapter two hundred and seventy-
two ; and section six of chapter two hundred and seventy-four.

At any time prior to the final disposition of a case in which a defendent over

the age of fifteen is charged with a crime, other than murder, the commission of
which creates a danger to life or limb, a district attorney may file an application
for the commitment of such offender to a department for defective delinquents, es-
tablished under sections one hundred and seventeen and one hundred and twenty-

four.
-Upon the filing of an application for commitment to a department for defective

delinquents, the court shall cause such person to be committed for not more than
thirty-five days' observation in a defective delinquent department, at which time

such person shall be examined by two experts appointed by the commissioner of
mental health with a view to determining whether or not he is mentally defective.

Within thirty-five days, and after such observation and examination, the experts

so appointed shall file a written report with the clerk of the court in which the case

is pending, and the report shall be accessible to the probation officer, to the
district attorney, and to the defendant and his attorney.

If, after such observation and examination, such person is found not to be
mentally defective, he shall be returned to the court from which he was com-
mitted for observation, with a written report of the examination, for a different

disposition of the case.
If a person is found to be mentally defective, the court shall give written

notice to the person, and if such person is under the age of seventeen, shall also
give notice to his parents, guardian or nearest relative ithat a hearing is to be
held for his commitment to a defective delinquent department.

If, after a hearing and examination of the record, character and personality
of such person the court finds that such person has shown himself to be dangerous

or shows a tendency toward becoming such, that such tendency is or may become

a menace to the public, and that such person is not a proper subject for the school

for the feeble minded or commitment as an insane person, the court shall make a

report of the finding to the effect that the person is a defective deinquent and
may commit him to a department for defective delinquents according to his age

and sex, as hereinafter provided.
If a person has been committed as a defective delinquent in accordance with

this section, such commitment shall be a final disposition of any criminal offense

charged.
A person may appeal from the order of commitment as a defective delinquent

to the superior court sitting for criminal business In the county from which he

has been committed, in the manner provided by section twenty-two of chapter

two hundred and twelve, but shall be held in an appropriate defective delinquent
department to abide the final order of the court. If the appellant so requests, an
issue or issues shall be framed and submitted to a jury in the superior court.

SECTION 115. Certificates of psychiatrists or physicians; filing; examinations;
records.No person shall be committed to a department for deflective delinquents

under section one hundred and thirteen or one hundred and fourteen or be removed

thereto under section one hundred and sixteen unless the report of the Jepartment

of mental health required under said sections contains a certificate by t.vo psychia-

trists who examined him that such person is mentally defective.
All persons confined on October first, nineteen hundred and forty-seven under

commitment as defective delinquents as provided in this chapter shall be examined

forthwith by two psychiatrists appointed by the commissioner of mental health and

all reports of such examinations shall be transmitted to the commissioner of correc-

tion. In any case where such examination discloses that the person examined is not

mentally defective immediate steps shall be taken by the comm5.3sicr ler of correc-
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tion in the probate court to secure the termination of his defective delinquentstatus.
The psychiatrists appointed to make such examinations under this section shall

have access to all records of the department of correction pertaining to the persons
being examined and shall be provided by the superintendent of the institution with
such necessary psychometric and psychological examinations as they may require.
Any person under commitment as a defective delinquent who is examined under
the above provisions and found to be insane and no longer a proper subject to
remain in the department for defective delinquents shall be forthwith committed
to a state hospital as an insane person and transferred to the designated statehospital upon the issue of the order of commitment by a judge of any court au-
thorized to issue an order of commitment for insanity. While under commitment
as insane, the defective deliqnuent commitment shall remain in force unless other-
wise terminated by a proper judicial order.

The fees of the psychiatrists or physicians issuing such certificates or issuing
certificates under section one hundred and seventeen A, or conducting examina-
tions of defective delinquents under this section, shall be in the amount and paid
in the manner provided for like service in sections three to one hundred and
twelve, inclusive.

SECTION 127. Drug rehabilitation advisory board.There shall be in the division
a drug rehabilitation advisory board, consisting of the commissioners of public
health, correction, rehabilitation and education, the commissioner of youth serv-
ices and seven experts in the field of drug dependency appointed by the governor,
at least one of whom shall be a rehabilitated drug dependent person. Of the mem-
bers first appointed, two shall be appointed for a term of one year, two shall be
appointed for a term of two years, and three shall be appointed ior a term of three
years. Thereafter the governor shall appoint members to succeed those appointed
members whose terms expire to serve for terms of three years. Each appointed
member shall serve until his successor is appointed and has qualified. No member
shall be appointed to serve more than two consecutive three-year terms. The
members of the advisory board shall serve without compensation but shall be
reimbursed for their expenses actually and necessarily incurred in the discharge
of their duties. The governor shall annually designate the chairman of the advisory
board from among its members.

The advisory board shall in its general advisory capacity assist the director
in coordinating the efforts of all public agencies and private organizations and
individuals within the commonwealth concerned with the, prevention or treatment
of drug dependency, providing for the most efficient and effective utilization
of resources and facilities, and developing a compreher sive program for treat-
ment of drug dependent persons and persons in need of immediate assistance
due to the use of a dependency related drug. The advisory board shall make an
annual report to the governor and a copy thereof shall be made available to the
commissioner.

The commissioner shall be a member ex officio of the advisory board and in
such capacity shall advise and make recommendations to the advisory board and
otherwise assist the advisory board in the performance of its functions under
sections one hundred and twenty-five to one hundred and forty-three, inclusive.

SECTION 128. The director shall, subject to the approval of the commissioner,
prepare and submit to the governor, and from time to time amend, a compre-
hensive plan for the treatment in public private, and federal facilities of drug
dependent persons and persons in need of immediate assistance due to the use of
a dependency related drug. The director, in developing such plan, shall consult
with the advisory board, officials of appropriate departments or agencies of the
federal government and the commonwealth and its political subdivisions, and
private organizations and individuals with a view toward providing coordinated
and integrated services on the community level. The plan shall include a detailed
estimate of the cost of its implementation and of the extent to which funds,
property or services may be available from the commonwealth or any of its
political subdivisions, the federal government or any private source.
Chapter 123A

Care, Treatment and Rehabilitation of Sexual Offenders and Victims of Such
Offenders

SECTION 1. The words "sexually dangerous person" as used in this chapter
shall have the following meaning:Any person whose misconduct in sexual
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matters indicates a general lack of power to control his sexual impulses, as evi-
clenced by repetitive or compulsive behavior and either violence, or aggression by
an adult against a victim under the age of sixteen years, and who as a result is
likely to attach or otherwise inflict injury On the objects of his uncontrolled or
uncontrollable desires.

SECTION 2. The commissioner of mental health shall establish and maintain,
subject to the jurisdiction of the department of mental health, a treatment center,
hereinafter in this chapter called the center, at a correctional institution approved
by the commissioner of correction, for the care, custody, treatment and rehabilita-
tion of persons described in section one. The commissioner of mental health shall
pis )perly staff and keep properly staffed said center, and with the consent of the
commissioner of correction, may establish branches of said center at suitable
correctional institutions in the commonwealth. The commissioner of mental
health may also establish branches of said center at any suitable facility of the
departynent of mental health. Any branch shall be deemed to be a part of said
miter for the purposes of this chapter, or for such limited purposes as the com-
missioner of mental health shall designate.

SECTION 3. Notwithstanding any other provision of law when a person is
brought before a district court chargoi with the crime of indecent assault or
indeeent assault and battery, indecent assault and battery on a child under the
age of fi mrteen, open and gross lewdness and lascivious behavior, unnatural and
lascivious acts with another person or with a child under the age of sixteen, lewd
wanton and lascivious behavior or indecent exposure, or an attempt to commit
any such crime, the court shall, if it appears that said person is guilty of the crime
and appears to be a sexually dangerous person, commit or bind over said person
for trial in the superior court. In such cases the clerk of the district court shall
forthwith transmit to the clerk of the superior court a copy of the complaint and
of the record, the original recognizances a list of the witnesses, a statement of the
expenses and the appearance of the attiffney for the defendant, if any is entered,
and the report of the department of mental health as to the mental condition of
the defendant if such report has been filed under the provisions of section one
hundred A of chapter one hundred and twenty-three, and no other papers need be
transmitted.

SECTION 4. Upon the determination of guilt of a person in the superior court of
the crime of indecent assault or indecent assault and battery, indecent assault
and battery on a child under the age of fourteen, rape, rape of a female child under
sixteen, carnal knowledge and abuse of a female child under sixteen, assault with
intent to commit rape, open and gross lewdness and lascivi.nis behavior, incest,
sodomy, buggery, unnatural and lascivious acts with another person or with a
child under the age of sixteen, lewd, wanton and lascivious behavior or indecent
exposure, or an attempt to commit any such crime, the court, may, upon its own
motion or upon motion of the district attorney, prior to imposing sentence, commit
him to the center or to a suitable branch thereof for a period not exceeding sixty
days for the purpose of examination and diagnosis under the supervision of not
less than two psychiatrists who shall, within said period, file with said court
a written report of such examination and diagnosis, and their recommendations
fin. the disposition of such person. The court shall supply to the examining psychia-
trists copies of the court record, and the probation officer shall supply them with
the probation record of the person committed for examination. 'The probation
record shall contain a history as such person's previous offences and previous
psychiatric examinations and such other information as may be helpful to assist
such psychiatrists in making their diagnosis.

SECTION 5. If the report filed with the court under section four clearly indicates
that such person is a sexually dangerous person, the court shall give notice to
such person that a hearing will be held to determine whether or not he is asexually
dangerous person.

Upon the motion of such person or upon its own motion the court shall, if
necessary to protect the rights of such person, appoint counsel for him. Such
person shall be entitled to have process issued out of the court to compel the
attendance of witnesses in his behalf. Upon such hearing it shall be competent to
introduce evidence of the person's past criminal and psychiatric record and any
other evidence that tends to indicate that he is a sexually dangerous person. Any
psychiatric report filed under this chapter shall be admissible in evidence in such
proceeding. The court may, in its discretion, exclude the general public from
attendance at such hearing, and the proceeding shall be summarized in writing.

If the court finds upon such hearing that the person is not a sexually dangerous
person it shall proceed as provided by law upon a determination of guilt of the
original offence. If the court finds that the person is a sexually dangerous person,
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it may, in lieu of the sentence required by law for the original offence, iommit
such person to the center, or a branch thereof, for an indeterminate period of a
minimum of one day and a maximum of such person's natural life. The court may
grant probation or suspend the commitment upon the condition that such person
receive out-patient treatment and upon any other condition it might deem suitable,
if the department of mental health recommends such person as a suitable subject
for such out-patient treatment. The court shall forward its order to the commis-
sioner of correction who shall thereupon transfer the person to the center, or a
branch thereof, for the purpose of treatment and rehabilitation, where he shall be
held until released under the provisions of section nine. Persons committed shall
be subject to all laws, rules and regulations which govern inmates of the institu-
tion to which they have been committed, in so far as may be compatible with the
treatment provided for by this chapter, and they shall be entitled to such rights
and privileges of such inmates, in so far as may be compatible with such treatment.

SECTION 6. If a prisoner under sentence in any jail, house of correction or prison,
or in the custody of the department of youth seri, ifes, appears to the sheriff,
keeper, master, superintendent or commissioner of youth services, who has him in
custody or to the district attorney for the district in which such prisoner was
sentenced to be a sexually dangerous person and in need of the care and treatment
provided at the center, such officer may notify the commissioner of mental health,
who shall thereupon cause such prisoner to be examined by a psychiatrist at the
institution wherein he is confined. Such psychiatrist shall report the results of
his examination in writing to the sheriff, keeper, master or superintendent, com-
missioner of youth services, or district attorney, and if such report indicates
that such person may be a sexually dangerous person, the sheriff, keeper, master or
superintendent, commissioner of youth services or district attorney shall thereupon
transmit the report to the clerk of the courts for the county wherein such prisoner
was sentenced, and if such prisoner was sentenced in Suffolk County, to the clerk
of the superior court for the transaction of criminal business, together with a
motion to commit such person to the center or a suitable branch thereof for
examination and diagnosis for a period not exceeding sixty days. The court shall
act. upon such motion speedily, and if it grants the motion, shall commit such
person under the provisions of section four in so far as may be applicable.

If there be no sitting of the superior court in the appropriate county at the
time the motion and report is transmitted to the clerk, the clerk shall than trans-
mit a copy of the motion and report to the chief justice of the superior court, who
may act upon the motion.

If the report of the psychiatrists to the court as required under section four,
indicates that such prisoner is not a sexually dangerous person, the court shall
order such prisoner to be reconveyed to the institution wherein he was serving his
sentence, there to be held until the termination of his sentence or until otherwise
discharged.

If such report clearly indicates that such prisoner is a sexually dangerous
person, the clerk shall thereupon notify the court and the district attorney, and
the district attorney shall file a petition for commitment of the prisoner to the
center, or a branch thereof, for treatment and rehabilitation, and he shall give
notice to the prisoner or to his parents, spouse, issue, next of kin, guardian, or
next friend, if it appears to the district attorney that such prisone.- is incapable of
conducting his contest to the report. The court may require such further notice
as it deems necessary to protect the interest of the prisoner, may continue the
hearing pending such notice and may appoint a guardian ad litem, if necessary.
The hearing shall be conducted in the manner described in section five.

Pending the completion of such hearing, the court may order that the prisoner
be retained in the custody of the superintendent of the institution intwhich the
center, or branch thereof, is located or may commit him to the custody of a sheriff
or keeper of a jail or place of detention, until such time as the matter is heard on
the merits.

If the court finds that the prisoner is not a sexually dangerous person, it shall
order him to be reconveyed to the institution wherein he was serving his sentence,
there to be held until the termination of his sentence or until otherwise discharged.
If the court finds that such prisoner is a sexually dangerous person, it shall commit
him to the center, or a branch thereof, for an indeterminate period of a minimiun
of one day and a maximum of such person's natural life, for the purpose of treat-
ment and rehabilitation, Gr it may commit such person to a mental institution
or place him upon out-patient treatment, or make such other disposition upon
the recommendation of the department of mental health consistent with the
purpose of treatment and rehabilitation. Such prisoner shall be held in custody
under sufficient ::ecurity to protect society, and he shall be subject to all laws,
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rules and regulations which govern inmates of the institution to which he has been
committed, in so far as may be compatible with the treatment provided for by
this chapter, and he shall be entitled to such rights and privileges of such inmates,in so far as may be compatible with such treatment.

SECTION 7. Any attorney retained by or on behalf of any person committed
to the center shall be admitted to visit such person at reasonable times if in the
opinion of the commissioner of mental health such visit would not be injurious
to such person, or if a justice of the superior court orders in writing that such
visit shall be allowed. Such attorney upon request shall be entitled to receive
from the clerk of the court a copy of the report of the examining psychiatrists
filed under section four.

&mum; 8. Any person believing himself to be suffering from a physical or
mentai condition which may result in sexual trends dangerous to the welfareof the public may make application to the department of mental health upon
forms prescribed by said department for admission to the treatment center, or
a suitable branch thereof. All information pertaining to this application shallbe confidential, and may not be used in any criminal proceeding or proceeding
under this chapter against such person. Subject to such rules and regulations and
conditions relative to payment therefor, Et8 the commissioner shall prescribe,
persons may be admitted to the center or a suitable branch thereof, for examina-tion, diagnosis and treatment.

SECTION 9. Any person committed to the center for treatment and rehabilita-
tion under section five or section six shall be eligible for parole. Such person shall
be presented to the parole board for consideration for parole by the superintendent
of the institution in which the center, or a branch thereof, is located, with the
recommendations of the department of mental health, at least once during the
first twelve months following commitment and at least once in every three-year
period thereafter, and at any time upon the recommendation of two psychiatrists
appointed by the commissioner of mental health that he is a fit person for parole.
The parole board shall carefully and thoroughly consider the reports of the de-partment of mental health concerning the progress of such person, as well as
any other information it deems relevant, and may grant such person a parolepermit to be at liberty upon such terms and conditions as it shall prescribe,
including the condion be receive out-patient treatment, and any other condi-
tion that the commissioner of mental health may recommend. Such terms and
conditions may be revised, altered, amended or revoked by the parole board at
any time. The violation by the holder of a parole permit to be at liberty of anyof the tems or conditions of such permit, or of any law of the commonwealth,
shall render such permit void. The parole board may revoke such permit at any
time. If such permit has become void or has been revoked the parole board may
order the arrest of the holder of such permit by any officer qualified to servecivil or criminal process in any county, and the return of such holder to the
center for further tmtment under confinement. A person who has been so re-
turned to the center shall be detained therein according to the terms of his original
commit ment.

Notwithstanding any provisions of this section, any person committed to thecenter, or a branch thereof, shall be entitled to have a hearing for examination
and discharge once in every twelve months, upon the fding of a written petition
by the committed person, his parents, spouse, issue, next of kin or any friend. A
copy of said petition shall be sent to the district attorney for the district wherethe original proceedings were commenced and to the parole board within fourteen
days after the filing thereof. said petition shall be filed in a superior court for the
district in which said person was committed, and the court shall set a date for a
speedy hearing. The heating shall be conducted in the same manner as is pro-
vided for in sections five and six. The court shall issue whatever process is neces-
sary to assure the presence in court of the committed person and shall hear the
recommendations of the department of mental health and the parole board re-
garding the disposition of the petition. Upon a finding by the eourt that such
person is no longer a sexually dangerous person, the court shall order such person
to be discharged from the center and he shall be released subject to such condi-tions, if any, as the court may impose, including the condition that such person
receive out-patient treatment. If the court finds that such person still requires
treatment within the center, or a branch thereof, it shall order that he continue
to be held and further treated under the previous commitment. The departmc.4of mental health shall make periodic examinations every year of any person com-
mitted to the center in order to determine the progress a cure, and shall give an
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annual rcpz,rt of its findings to the district attorney for the district from which
the person was committed, the court from whieh the person was committed, and
the parole board. The psychiatrists appointed to make examinations under this
section shall have access to all records of the department of correction pertaining
to the person being examinud. A'l records concerning the progress, diagnosis and
examinations made by examiuing psychiatrists shall be available to the parole
board to assist them in their determinations of parole.

SECTION 10. The conimissioner of mental health may make available on a vol-
untary and confidential basis the facilities of the department of mental health to
persons who are victims of sexual attack.
Chapter 127

Pardons
SECTION 152. (Amended by St. 838, Acts of 1969. ) Pardons by Governor; annual

list to general court. In a case in which the governor Ls authorized by the constitu-
tion to grant a pardon, he may, with the advice and consent of the council, and
upon the written petition of the petitioner, grant it, subject to such conditions,
restrictions and limitations as he considers woper, and he way issue his warrant
to all proper officers to carry such pardon into effect. Such warrant shall be obeyed
and executed instead of the sentence originally awarded.

If a sentence of death is imposed on a child under seventeen years of age, and if,
before he reaches the age of seventeen, the governor pardons such child and com-
mits him to the care of the department of youth services, said department shall
assume control over him subject to the provisions of sections seventven to twenty,
inclusive, of chapter one hundred and twenty.

Every pardon petition shall, before its presentation to the governor, be filed with
the parole board, acting as the advisory board of pardons, together with all state-
ments and signatures appended thereto, and shall thereupon become a public
record. Upon receipt, the advisory board of pardons shall process each petition in
accordance with the applicable provisions of section one hundred and fifty -four.

In the case of a prisoner confined under sentence for a felony, no final action or
vote shall be taken on such petition until after a public hearing has been held by
the council. Such hearing shall be held as soon as practicable after the filing of such
petition with the council. Any action taken by the council on such petition shall be
taken by a roll call vote of the members present, recording and voting as yea or nay.
The presence of a quorum and the vote of the majority of all members of the
council present shall be necessary for the approval or disapproval of a petition.
Within three days after such vote of the council, a certified copy of such roll call
shall be filed with the state secretary for public inspection.

The governor, with the advice and consent of the council, may at any time
revoke any pardon if he, with such advice and consent, determines that there is a.
misstatement of a material fact knowingly made at the time of the filing of the
written petition of the petitioner, or that such pardon was procured by fraud,
concealment or misrepresentation or that any provision of this section has not
been complied with, and upon such revocation the governor may issue his warrant
to all proper officers to take the person so pardoned into custody and return him to
the institution where he was imprisoned at the time of the granting of the pardon.

Such warrant shall be obeyed and executed by the officers to whom it is issued,.
and the person whose pardon has been so revoked shall have the same standing
in the penal institution to which he is returned as he would have had if said
pardon had not been granted, except that the time during which he has been out of
said penal institution upon such pardon, shall not be counted in determining the
amount of his sentence remaining to be served upon such return to such institution.

The governor shall, at the end of each calendar year, transmit to the general.
court, by filing with .he clerk of either branch, a list of pardons granted with
the advice and consent of the council during such calendar year, together with
action of the advisory board of pardons concerning each such pardon, and together
with a list of any revocations of pardons made under this section

The word "pardon" as used in this section shall be deemed to include any
exercise of the pardoning power except a respite from sentence.
Chapter 276

SECTION 97. (Amended by St. 83, Acts of 1969). Sections eighty-three to
ninety-six, inclusive, shall not authlriz ... a probation officer to interfere with any
of the duties required of the dtpartment of youth services under the law relative
to juvenile offenders.
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SEerrosr 100. (Amended by St. 838, Acts of 1969). Every probation officer,or the chief or senior probation officer of a court having more than one probationofficer shall transmit to the commissioner of probation, in such form and at suchtimes as he shall require, detailed reports regarding the work of probation in thecourt, and the commissioner of correction, the penal institutions commissionerof Boston and the county commissioners of counties other than Suffolk shalltransmit to the commissioner, as aforesaid, detailed and complett records relativeto all paroles and peonits to be at liberty granted or issued by them, respectively,to the revoking of the same and to the length of time served on each sentence toimprisonment by eacb prisoner so released specifying the institution where eachsuch sentence was ser Jed; and under the direction of the commissioner a recordshall be kept of all suca cases as the commissioner may require for the informationof the justices and probation officers. Police officials shall co-operate with thecommissioner and the probation officers in obtaining and reporting informationconcerning persons on probation. The information so obtained and recordedshall not be regarded PS public records and shall not be open for public inspectionbut shall be accessible to the justices and probation officers of the courts, to thepolice commissioner for the city of Boston, to all chiefs of police and city marshals,and to such departments of the federal, state and local governments and sucheducational and charitable corporations and institutions as the commissionermay from time to time determine. The commis.sioner of corroction and the depart-ment of youth service shall at all times give to the commissitner and the probationofficers such information as may be obtained from the records concerning prisonersunder sentence or who have been released.
Chapter no

SECTION 2. (Amended by St. 838, Acts of 1969). In all cases the executionorders of commitment to any training school or reformatory, however named,the department of youth services, (r! the department of public welfare may besuspended, and such suspension continued or revoked, in the same manner andwith the same effect as the execution of sentences in criminal cases.

2'



Letter from R. R. Mellette, Jr., M.D., Director, Child Psychiatry Unit, Medical
University of South Carolina, Charleston, South Carolina; and Brochure
pertaining to Child Psychiatry Division, Department of Psychiatry, MedicalCollege of South Carolina

MEDICAL UNIVERSITY OF SOUTH CAROLINA,
Charleston, S.C., March 3, 1972.

MrS. BETTY MARTIN,
D.C. Mental Health Association,
$000 Connecticut Avenue, N.W., Washington, D.C.

DEAR MRS. MARTIN: Enclosed is a copy of our brochure pertaining to our
Inpatient Child Psychiatry Unit which has now been in operation over seven
years. There are fifteen nursing personnel involved in the management of the
Unit. In addition, there are two full-time Special Education teachers, Recreation
Therapist and at least one Psychiatry Resident assigned to the Inpatient Service.
Additionally, a child psychologist, social worker, child psychiatrist, secretary and
occupational therapist extend their services on a part-time basis to the Unit.
Outpatient services for children involving all treatment modalities are available.
The funding for these endeavors are from private, state, and federal sources.

A separate similar Adolescent Unit, under the directorship of Dr. George Orvin,
has been functioning at the Medical University approximately two years. You
may want to contact him if you need additional information.

If I can be of any further assistance to you, do not hesitate to contact me.
Sincerely,

Enclosure:
R. R.. MELLETTE, JR., M.D.,

Director, Child Psychiatry Unit.

CHILD PSYCHIATRY DIVISION,

DEPARTMENT OF PSYCHIATRY,

MEDICAL COLLEGE OF SOUTH CAROLINA,
80 BARRE STREET, CHARLESTON, S.C. 29401

THE CHILD PSYCHIATRY DIVISION MEDICAL COLLEGE HOSPITAL

With the activation of the Child Psychiatry Division, the State of South
Carolina and the Medical College Hospital have made a major contribution in
the teaching of child psychiatry and in providing care for emotionally disturbed
children and their parents. The Division at the Medical College Hospital is an
important link in the long chain of services which must be offered to the emotionally
disturbed child and his family if he is to have a chance to become a truly effective
individual. The diagnosis and treatment of an emotionally disturbed child starts
with the family and the community. After inpatient treatment has been concluded
by the Child Psychiatry Division, the treatment must be continued in the family
and community or in appropriate residential centers.

PURPOSE AND PHILOSOPHY

The basic purposes of the Child Psychiatry Division are to teach psychiatric
principles concerning emotionally disturbed children and their families to medical
and para-medical personnel, and to provide short term psychiatric treatment.
Research projects are developed within this framework.

The Child Psychiatry Division can provide only Wort term treatment and
must depend on physicians, the Mental Health Centers and other mental health
resources for the referral of patients and for the follow-up therapy of the childand family. Many emotionally disturbed children will be referred to this division
with some being accepted for treatment. Careful consideration will be given to
each referral; however, the Division cannot admit all referred children to thehospital.

During hospitalization, appropriate evaluation and treatment will be providedeach patient. Prior to discharge, appropriate recommendations will include
parintal prescriptions from Recreational Therapy, Occupational Therapy, and
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Special Education. The child's physician will give overall recommendations for
continued therapeutic endeavors after discharge.

At times facilities which are felt to be necessary for a particular child's best
management will not be available to that child in South Carolina. However, it
is felt that the Child Psychiatry Division at the Medical College Hospital has
the obligation to point out needs for additional desirable facilities. For this
reason the ideal treatment as well as the realistically available treatment resources
will be recommended.

PHYSICAL FACILITY AND STAFF

The Child Psychiatry Division is located on the East Wing of the tenth floor of
the Medical College Hospital at 80 Barre Street, Charleston, South Carolina. The
facility includes ten beds for child inpatient care, as well as rooms for interviewing,
recreation, play therapy, special education, occupational therapy, and other
necessary space for the care of patients.

The staff consists of: child psychiatrists, psychiatric re.sidents, clinical psychol-
ogists, psychiatric social workers, recreational therapists, special education
teachers, registered nurses, child care technicians, and occupational therapists.

ADMISSION TO HOSPITAL

The patient may be referred by a physician or local mental health facility. The
parents of the patient will be contacted and an appointment set up for them to
come to the Division for an interview. This interview will have several purposes :
1) exploring the expectation of the parents of the service to be rendered, 2) explor-
ing tentatively the problem of the patient, 3) discussing the type of therapy
offered by the Division. All available information about the patient will then be
coordinated and brought before the Admissions Committee which is headed by a
child psychiatrist. The referral sources will be advised as soon as possible of the
Admissions Committee's decision. In the cases where children are not accepted for
admission, explanations will be given to the referral source by a member of the
Child Psychiatry Staff.

Emergency situations will be given special consideration with regard to the
patient, family, and community circumstances involved.

THE CRITERIA FOR ADMISSION ARE

1) Children ages 4 to 13.
2) At least normal or potentially normal intelligence.
3) Primary problem of emotional origin.
4) Parents or parent substitutes willing and able to actively participate in

treatment.
5) Evaluation and referral through community resources.
6) Ability to benefit from short term hospitalization.
7) Teaching value of the case.
If a child is to be admitted as an inpatient, the family will be notified of the

date. Patients should arrive at the hospital Admission Office, Second Floor Center,
not later than 10:00 A.M. on that day. Hospitalization and medical care insurance
policies should be brought, as the hospital requires a plan for payment be made
before admission. A cash deposit of the difference between estimated cost of
hospitalization and estimated insurance benefits is also required. The deposit is
refunded if the hospital bill is less than the estimate. One may contact the Child
Psychiatry office on the Tenth Floor, telephone 723-9411, Ext. 668, if there are
any questions.

COST OF CARE

Child psychiatric care is expensive. Because of factors inherent in children,
such as dependency, need for direction, guidance, interest, and love of adults,
they require more staff hours than adults. It is important that the basic needs
of all children be met in the care of the emotionally disturbed child. The specifics
of cost will be discussed with parents at the time of the decision to admit a child
for inpatient treatment.

Some part-pay patients will be accepted. To be accepted in this category, the
patient must meet the criteria for admission of part-pay patients as set forth
by the Admission Office of the Medical College Hospital.

WHAT TO BRING

t is advisable to provide clothing and incidentials that will be sufficient for
approximately a week. There is no provision for excessive quantities of clothing a

a
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or clothes that require special care. Suitcases are to be taken home with parentson the day of admission.
Pajamas will not be worn during the day; therefore, other appropriate clotheswill be necessary.

5 play outfits
1 Sunday outfit
1 coat or jacket
1 pair tennis shoes
1 pair dress shoes
1 pair bedroom shoes
6 pair socks
6 pair underwear
1 bathing suit
1 bathing cap (girls)

Other items to bring:
toothbrush
toothpaste
hair brush
comb
stawps
stationery
pencils
school books

LAUNDRY
Facilities are available on the floor for laundering minor articles of clothing.This will be done by a member of the staff. Responsibility for clothing requiringspecial attention will not be assumed. It is desirable that clothing that rectuiresminimum care be brought. All garments and personal effects should be labeledwith the child's name.

TOYS
Valuable personal possessions should be left at home since the hospital cannotbe responsible for them. A child may, however, bring one or two toys. Thesetoys may be exchanged from week to week. Large, expensive items such as radios,cameras, tape recorders, TV sets, or electric toys are not acceptable. If there is aquestion about a specific item, this should be discussed with the nursing staff.

FOOD
Children are not allowed to bring any type of food with them. Food may beaccepted only if it is given anonymously and is to be shared with all the childrenon the Division. Any candy or food that is sent to a child by mail will be senthome on visiting day.

MONEY
We suggest that _parents leave with the nurse $1.00 per week for their child.The nurse will hand this. A certain amount will be alloted to the child as needed.If not used, the money will be refunded. Money should be provided from time totime to replenish a child's supplies such as stamps, toothpaste, etc.

math
Letters should be written to the child following admission. Mail is received onthe Unit daily and is distributed to the children during their rest time. If a childis not capable of reading his letter, it is read to him.Letters to children should be addressed to:Tenth Floor, East

Medical College Hospital
80 Barre Street
Charleston, S.C. 29401

TELEPHONE
Children are not allowed to use the telephone and parents should not call theinpatient division. Questions concerning a child's progress will be discussed duringregularly scheduled appointments.
In case of an emergency, or serious illness, parents will be contacted immediately.

VISITING
Visiting hours are on Friday afternoon and limited to a child's parents. A childmay not have visitors the first Friday after he is admitted to the hospital.
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Visiting is considered a part of the child's treatment and is determined on aweekly basis depending on the child's needs. The amount of time parents spendwith their child will vary from week to week. Visiting schedules may include anyof the following:

1) No visiting.
2) Limited visit in the hospital.
3) A few hours away from the hospital.4) Visits at home varying from overnight to a full weekend.

TREATMENT PROGRAM
The Child Psychiatry Division is multi-disciplined staffed. Under the directionof a child psychiatrist, persons with training in a number of different professionswork together RS a team with the common goal of meeting each child's individualneeds and providing the best possible patient care. The role of each of the differentdisciplines will be discussed in the following pages.Upon admission of a child to the Division, diagnostic as well as treatmentprocedures begin. Consultation with pediatricians and other specialists are usedwhen indicated. A number of laboratory procedures and special tests, includingpsychological testing, may be used. All chthdren are given a physical examinationupon admission.

Hospitalized children are seen by the child psychiatrist in group therapy atleast twice each week. Several times each week children are seen in individualtherapy by the resident in psychiatry who is assigned to the case.Because the Child Psychiatry Division Ls family centered, the parents of thechildren are seen at least once each week by a member of the staff. In addition,the child psychiatrist sees the parents in groups every Fridaythe mothers inone group and the fathers in another.If any single philosophy determines the overall treatment program, it is thatof a corrective living experience for the child which is aimed at eliminating thosesymptoms which brought him into the hospital.

LIMIT SETTING
Like others, emotionally disturbed children need structure, namely, boundariesand limits. In the treatment process, realistic limits are set and enforced. Thechild Is aware of what is expected of him as well as what he can anticipate fromthe treatment environment. When the child's behavior Ls sukili that he cannotconform to this structure, he is helped by one or all of the foil ming methods:1) Ile is talked with and given a clear explanation concernh.g his unacceptablebehavior. He is encouraged to talk about his feelings.2) If the child's behavior remains unacceptable, he is "chaired" and encouragedto think about his behavior. During this time, he is not allowed to communicatewith the other children.3) If a child loses control to the extent that he cannot tolerate being "chaired",he is placed in the Thinking Room. Here the child is completely separated fromthe fgoup in order to help him gain reasonable control.4) At times, a child cannot tolerate the responsibilities placed upon him. In thisevent, he may be restricted from his usual activity for longer periods of time.

THE CHILD PSYCHIATRIST
The child psychiatrist is responsible for the coordination of the Division'smulti-discipline activities which impinge on each child and his parents. By histraining he 14; equipped to appreciate the physical, intellectual, psychological, andsociological needs of children and adults. VVith knowledge of individual and groupdynamics he encourages optimal utilization of each staff member's professionalpotentials in enhancing children's health.

THE PSYCHIATRIC RESIDENT
The psychiatric resident is a qualified physician who is completing his specialtytraining in ps.ychiatry with supervicion. He is assigned from six months to a yearto the Child Psychiatry Division. He is actively involved in diagnostic evaluationsand therapy with the children and their parents.

THE CHILD PSYCHOLOGIST
The clinical child psychologist specialises in such areas as child growth anddevelopment, learning theory and the dynamics of human interaction. He is in-
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volved in the diagnostic assessment of children referred to the Child PsychiatryDivision, His training enables him to assist the child and his family in psycho-therapy, both individually and in groups. He also offers some in-service trainingto other members of the multi-discipline team.

SOCIAL WORKER

The psychiatric social worker is responsible for conducting the initial interviewwith the parents of any child who is referred to the Child Psychiatry pivision.The aims of this first interview are: I) to get from the parents a history of the child'sproblems, focusing on the presenting problem; 2) to help the parents begin to(Leal with their feelings about coming to the Division and what it means to themto ask for help; 3) to evaluate the strengths and weaknesses of the child's totalenvironmenthome, school, peers, etc.; 4) to determine the urgency of the caseso that priorities can be set regarding ps3rchiatric evaluation; and 5) to let theparents know what the Child Psychiatry Division can offer hospitalLation on ashort term basis or diagnostic evaluation.
The second responsibility of the psychiatric social worker is to serve as a linkbetween the hospital and the communities by making the communities aware ofour services and needs and by having information concerning various kinds ofcommunity resources.
The psychiatric social worker may offer direct casework services to familymembers of children referred to the Division.

NURSING

Nursing Service is responsible for the establishment of a therapeutic environ-ment on the ward, and for the physical care of the children.Nurses are directly responsible tor observing interaction among the children,reporting, supervising the children, setting behavioral limits, offering guidance,and sharing information with the other staff members.

TEACHERS

The Child Psychiatry Division has two full-time special education teacherswho instruct the child during hospitalization. Areas of weakness in the schoolwork are given priority. The child is taught individually or in small groups.Parents are requested to obtain the necessary books from the child's school.Contact with the child's former school is maintained througnout hospitalization.In order to promote a better understanding of the child, formal and informalreports as well as achievement tests are given to the child.

OCCUPATIONAL THERAPY

The occupational therapy program provides a setting in which the child'sindividual needs are met through the use of an intermediate object. The projectsassociated with Occupational Therapy provide an outlet for the child's feelings, aswell as providing the child with a realistic self concept based on his own achieve-ment. Of equal importance is establishing meaningful peer and adult relationshipsthrough working together in a goal directed effort.
The children attend occupational therapy on a regularly scheduled basis. Theyare seen in groups and on an individual basis. Children are encouraged to makeuse of materials provided in order to develop more acceptable avenues of expressingand learning to cope with their feelings.

RECREATIONAL THERAPY

The Recreational Therapy program on the Child Psychiatry Division involvesapproximately twenty hours per week of structured group activity. Some of theseactivities are swimming, music, and outdoor sports.The role of Recreational Therapy can be divided into three general areas:1) Establishing a relationship with the child which can lead to learning per-formance skills, more comfortable patterns of peer interaction, andmore acceptableways of self expression.
2) Meeting with the parents ht order to discuss the values of recreation for thechild and themselves, and encouraging imprnvement in parental attitudes andinvolvement with the child in his recreation i activities.3) Offering recommendations at discharge to parents and referring agenciesdirected toward the child's continued opportunity in recreational pursuits.



South Carolina Legislative Code authorizing the establishment of William S. Hall
Psychiatric Institute, Columbia, South Carolina. The following legislation
provided for the creation of the 'William S. Hall Psychiatric Institute. Under
the Direction of the Mental Health Commission of South Carolina this facility
provides residential treatment for adolescents (12 to 18 years of age-14 at a
time); day treatment with special education for children (6 to 12 years of age-
10 at a time); and, out-patient treatment (ages 0 to 18-100 children and their
families at a time) thus treating about 4500 annually.

[First Part cf Fifty-fourth Volume of Statutes at Large (The Acts and Joint Resolutions of
1966 wit, Constitute the Second Part)]

Ac Ts AND JOINT RESOLUTIONS OF THE GENERAL ASSEMBLY OF
THE STATE OF SOUTH CAROLINA, REGULAR SESSION OF 1965

(Printed under direction of Lewis Griffith Merritt, code commissioner)

SECTION 9. Time effective.This act shall take effect upon approval by the
Governor.
Approved the 1st day of June, 1965.

No. 342

An Act To Amend Section 32-931, Code Of Laws Of South Carolina, 1962,
As Amended, Relating To State Mental Health Facilities; And To Amend The
Code By Adding Section 32-977, So As To Make Special Provision For The
William S. Hall Psychiatric Institute.
Be it enacted by the General Assembly of the State of South Carolina:
SECTION 1. Section 32-931 amendedItem (2) addedmental health faciii-
ties.Seetion 32-931, Code of Laws of South Carolina, 1962, as amended, is-

further amended by adding a new item to be designated as Item (2) to read as
follows and by renumbering the remaining items.

"(2) The William S. Hall Psychiatric Institute at Columbia shall be maintained
as a teaching hospital for the primary purposes of training mental health personnel
and psychiatric research, in connection with the general purposes describediin
this section;"
When amended the section shall read as follows:

"Section 32-931. The following facilities shall continue in existence and shall
be maintained for the following purposes:

(1) The South Carolina State Hospital at Columbia and Palmetto State Hospital
at State Park shall be maintained for the care and treatment of persons who are
mentally ill and those persons accused of crime who have been admitted to the
hospital in accordance with the provisions of Section 32-969;

(2) The William S. Hall Psychiatric Institute at Columbia shall be maintained
as a teaching hospital for the primary purposes of training mental health personnel
and psychiatric research, in connection with the general purposes described in
this section;

(3) Pine land, Richland County, shall be maintained as a training school and
hospital for the care, treatment and training of persons who are mentally deficient
or emotionally disturbed and such other persons under sixteen years of age who
may be admitted upon approval of the Commission for the purpose of examina-
tion, adjustment, treatment or training; and

(4) The mental health clinics shall be maintained for the diagnosis, treatment
and prevention of mental illness."
SECTION 2. Section 32-977 addedCommission may establish special admission
procedures for a psychiatric Institute.The Code of Laws of South Carolina, 1961,
is amended by adding Section 32-977 to read as follows:

"Section 32-977. The Mental Health Commission may establish special ad-
mission procedures for a psychiatric institute to be maintained primarily for the
purposes of training and research. Admissions to the institute shall be based upon
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the needs of the institute and shall be controlled by its superintendent. In additionto the admission procedures set forth in this chapter, the institute may utilizeinformal admission, a procedure similar to that followed by general hospitals andwhich does not involve a formal application or medical certificate. Patients soadmitted will be free to leave at any time during the institute's normal businesshours. This procedure will be used, when indicated, for certain referrals frommental health clinics and centers. It will also be available to patients referred byprivate physicians for highly specialized diagnostic or treatment procedures whichare not available elsewhere in the State. In addition to the mentally ill, personssuffering from neurological disorders will be eligible for admission to the institute.For the purpose of informal admission to the institute, 'mentally ill 13erson'shall mean a person afflicted with a mental disease, alcoholism and drug adtlictionas such excluided, to such an extent that he requires diagnostic evaluation, careand treatment for this condition."
SECTION 3.Time effective.This act shall take effect upon approval by theGovernor.
Approved the 1st day of June, 1965.



Brochures of William S. Hall Psychiatric Institute, Columbia, South Carolina

RESMENCY PROGRAMS IN PSYCHIATRY

(William S. Hall Psychiatric Institute, Columbia, South Carolina)

INTRODUCTION

In May, 1905, the State Legislature designated the William S. Hall Psychiatric
Institute "a teaching hospital for the primary purpose of training mental health
personnel and psychiatric research."

Physically the Institute occupies an ultramodern hospital-cottage complex that
pro?ides an unusual combination of beauty and function incorporating the latest
ollicepts in mental health architecture and design. The Institute received full
accreditation in June, 1968, from the Joint Commission on Accreditation of Hos-
pitals and is a member of the South Carolina Hospital Association and the Ameri-
can Hospital Association.

Historically, the psychiatric residency program resulted from the recognition
by anthip :lie mental health field and state government of a crisis con-
fronting -,Le silt rt. in the procurement of mental health professionals. The psychiati-
ric resitlqwy privam was initiated in 1961 under the auspices of the South
Carolina titr:te Hospital and has remained in continuous operation since thsa-
time. The official transfer of the residency and other training programs to the
Institute was effected in 1968. The program is 'fully approved for three years of
training in general psychiatry by the Council of Medical Education of the Ameri-
can Medical Association and the American Board of Psychiatry and Neurology.

The fellowship in child psychiatry in the Institute was initiated Jul3r 1, 1969,
following a survey and provisional approval of the program by the American
Board of Psychiatry and Neurology and the Committee on Certification in Child
Psychiatry.

In addition to the general psychiatry residency program and the child psy-
chiatry fellowship program the Institute conducts programs in continuing educa-
tion, clinical pastoral training, clinical psychology internship, occupational
therapy internship, placement for graduate social work students, and psychiatric
affiliation for student nurses from diploma and baccalaureate programs in the
state.

The Institute has initiated a semiannual journal, "The Psychiatric Forum,"
devoted to the publication of articles by outstanding authors on subjects pertinent
to mental health.

Future projections include continued expansion of existing clinical areas and the
activation of other teaching areas to include geriatric psychiatry, psychosomatic
medicine, inpatient chila and adolescent units, a partial-care clinic, and a seizure
clinic. A histologic and chemical analysis laboratory is in the early stages of
development. Architectural plans have been approved; and funds are available
from the Ensor Research Foundation.

The Department of Mental Health, recognizing its responsibility to meet the
mental health needs of the state, is fully committed to the continued development
of training and research programs of excellent quality providing trained profes-
sional personnel in the areas of nervous and mental disease.
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PSYCHIATRIC RESIDENCY TRAIN/NG PROGRAM

The training progams in general and child psychiatry are organized and ad-
ministered by the William S. Hall Psychiatric Institute which is a component of
the South Carolina Department of Mental Health. Other facilities of the Depart-
ment which may be used to augment these imograms include:

1. Fourteen comprehensive mental health centers and clinics
2. The South Carolina State Hospital
3. Crafts-Farrow State Hospital

Affiliate institutions include:
1. The Medical University of South Carolina
2. Columbia Hospital of Richland County
3. Veterans Administration Hospital of Columbia
4. The University of South Carolina
5. Richland County Juvenile-Domestic Relations Court
6. Pineland, A State Training School and Hospital
7. The State Board of Health Laboratories

OBJECTIVE OF THE PROGRAM

The objective is to provide a comprehensive training program in psychiatry,
the goals of which are

1. To select competent, qualified, and motivated physicians who earnestly
desire knowledge and skill in the field of psychiatry

2. To provide resident psychiatrists with a comprehensive and integated
eclectic training program which will enable them to reach a high level of pro-
fessional competence

3. To train specialists in the area of human behavior and its maladaptations
who are able to contribute to the well-being of the ill, to the advancement of
knowledge, and to the education of subsequent generations.

PHILOSOPHY AND METHODS OF TRAINING

The philosophy of the program is founded upon the belief that human behavior
is a dynamic process that is causally determined within each individual. These
dynamic influences are reflected in all human institutions beginning with the
fundamental family unit and progressing through the local community to encom-
pass societies and cultures. A competence to deal with malfunctions of human
behavior at all levels must be based then upon knowledge of these underlying
dynamic processes as well as the biological media in which they operate. The
increase in knowledge in recent years seems to have pointed psychiatric training
toward an approach which attempts to correlate and integrate material from all
influences on human development. It is therefore thought that present-day
psychiatric training should emphasize the broad scope of the discipline and should
be designed to stimulate inquiry whIle acknowledging the attendant anxieties.
The process of scientific inquiry coupled with the assurance that comes with
accomplishment can result in the motivation and courage to look still further
into the unknown.

The program must maintain a strong academic orientation and impress the
resident with a historical and current appreciation of his field as well as a keen
anticipation of its future potentialities. The major techniques for the diagnosis
and treatment of mental illness and social maladaptation in the various levels
of societyindividual, family communitymust be thoroughly pursued and
mastered in both didactic and Clinical spheres.

The program must encompass the expanding horizons of the promotion of
mental health and the prevention of illness with strong emph&sla on the contri-
bution to be made by the community .and its agencies. The interdisciplinary
approach which embraces the allied professional disciplines and presently offers
the best hope for coping with the magnitude of the problem must be woven into
the fabric of the training program.

The uniqueness of this program stems from its position between the circum-
scribed triuning of the medical center and the less organized and less compre-
hensive programs in a typical state hospital. The program's being within the
Department of Mental Health is especial': vivantageous because the mental
health clinics and centers of the state are resourcea for training in community

ipsychiatry. Strong emphasis on family and group interactions s inescapable.
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Another significant uniqueness is the avowed purpose of integrating human biologic
and dynamic processes. Research in the biologic and psychologic areas, both basic
and applied, will be actively fostered. The availability of large and varied patient
populations in the nearby state hospitals increases research potentialities. The
availability of a full scope of multidisciplinary services offers unusual opportunities
for a broad and varied learning experience.

APPOINTMENT OP RESIDENTS
Applications

Application for training in psychiatry should be submitted as early as possible
before the preposed starting date. The academic year begins on July 1, and ends on
the following June 30. Consideration will be given to late applicationswith July 1
and January 1 the preferred commencement dates.
Criteria for Acceptance

1. Graduation from an approved medical school
2. Successful completion of an approved internship
3. Evidence of good character and reputation in references from at least two

physicians
4. Acceptable applicant interviews with members of the faculty in most cases
5. Permanent ECFMG certificate for foreign medical graduates

Appointments
Residents are appointed on a yearly basis. Every resident is reasonably assured

of yearly reappointment until the completion of a full three-year residency unless
individual considerations by members of the faculty warrant recommendations to
the contrary. The resident receives a paid vacation of ten work days and fifteen
days of sick leave annually. There are also certain state and national holidays
when there is no conflict with the needs of the training program. A grant has
been approved for housing for residents; and apartments will be constructed.
Stipends

Residents' stipends are as follows: first year, $11,358; second year, $12,496;
third year, $13,633; fourth year, $14,995; fifthyear, $16,202. Stipends for residents
receiving grants under the Nation& Institute of Mental Health program for general
practitioners are $12,000 with additional allowances available for dependents.

PACILITIES

7he William S. Hall Psychiatric Institute
The William S. Hall Psychiatric Institute is academically oriented with a full-

time, well-qualified teaching staff which functions within an atmosphere and or-
ganization geared to meet the primary goals of training and research. The physical
plant is an ultramodern 200-beil facility consisting of a main building with four in-
patient wards, professional library, offices, classrooms and other facilities, and four
patient cottages.

The full-time Institute teaching staff presently consists of nine general ',-..sychia-
trists, three child psychiatrists, and two neurologists. Allied professional disciplines
including nursing, clinical psychology, social work, chaplaincy, occupational and
recreational therapies are all staffed with qualified professionals.

Admission policies of the Institute are designed to provide a wide range of
diagnostic and treatment cases. Patients are available from several sources includ-
ing referrals from community mental health clinics, private resources, and pre-
screened state hospital admissions.
Mental health clinics and centers

The fourteen mental health clinics and centers providing primarily outpatient
diagnostic services, treatment, and consultation to community agencies are cur-
rently in operat ion throughout the state. Six of these clinics, located in major
metropolitan areas, have expanded their services to meet the requirements for a
comprehensive mental health center. These clinics and centers are funded from
local, state, and federal sources and provide important resources for training in the
many important facets of community psychiatry. The Columbia Area Mental
Health Center occupies one cottage of the Institute aomplex.
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Vie South Carolina State Hospital
The South Carolina State Hospital is a 2,700-bed institution located in the

heart of the city of Columbia. In A.pril, 1964, it became the first state mental hos-
pital in the southeast to be accredited by the Joint Commission on Accreditation of
Hospitals. The hospital functions as a comprehensive facility geared to deal with
the full scope of mental illness for patients under 65 years of age. The State Hospi-
tal admits and intensively treats a wide variety of mental illnesses. Recent ex-
tensive renovations have provided modern receiving and diagnostic facilities. Up-
to-date diagnostic and treatment methods, including the interdisciplinary team
approach, are used. The allied professional disciplines contribute extensively to the
treatment programs. The hospital also serves those chronically ill patients whose
better prognosis indicates the use of intensive rernotivation techniques.
Crafts-Farrow State Hospital

This is the other major public mental hospital of the state. This facility, aecred-
ited by the Joint Commission on Accreditation of Hospitals in 1969, accommodates
approximately 2,700 geriatric and long-term chronic cases. Psychiatric patients.
who are 65 years. of age and older are admitted to this facility located only si,c
miles from the Institute. It provides an important resource to the resident for
training and research in the rapidly expanding area of geriatric psychiatry.
Medical University of South Carolina

The Medical University of South Carolina has been informally affiliated with
the residency training program since its inception. Medical University faculty
members continue to instruct regularly in the basic and clinical areas related to
psychiatry and neurology. A formal agreement of affiliation has geen drawn by the
two institutions insur'ng continued close cooperation. Some members of the
Institute staff have clinical appointments at the Medical University and teach
there regularly. All students at the Medical University complete a two-day tour
of the Institute and state hospitals during the senior year. Approved externships
in psychiatry at the Institute have been made available to interested senior
students during elective periods.
Columbia Hospital of Richland County

This 530-bed general hospital is located within the city of Columbia. It is
approved for internships and residencies in most of the specialties. The hospital
maintains a full-time Director of Medical Education who cooperates closely with
the residency training program in order to provide consultation experience with
general hospital patients. Considtations are done under the supervision of private
psychiatrists on the staff of the Columbia Hospital who are also teaching consult-
ants to the residency training program.

A twenty-million-dollar bond issue has been approved by the electorate of
Richland County ; and construction of a new keneral hospital in underway. The
ultramodern 600-bed fueility is being built on a site located only one block from
the Institute.
Veterans Administration Hospital

This 410-bed hospital is located in the city of Columbia approximately
miles from the South Carolina State Capitol. The hospital is equipped with
modern facilities and services including n. complete rehabilitation service, pul-
monary function laboratory, radioisotope service, 72-bed nursing care unit and a
medical library. The hospital is administratively responsible for the operation of
an out-patient clinic which is located in the regional office in downtown Columbia.
In addition to routine outpatient treatments, the clinic also operates a mental
hygiene clinic and orthopedic brace shop which serves as a prosthesis center for
this location.
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The University of South Carolina
This state university with over 14,000 students is located within the city ofColumbia and provides affiliation with the residency training program in severalareas, both on departmental and individual levels. Opportunity exists for Uni-versity staff appointments for Institute personnel, as well as appointments forUniversity faculty to the Institute staff for participation in its programs. There isactive participation by faculty members front psychology, law, social work andsociology-anthropology.

Richland County Juvenile-Domestic Relations CourtThe third-year psychiatric resident and the fellow in child psychiatry spendone-half day each week working with the personnel of this community agency inthe county court house. They evaluate clients referred to the court, offer an inter-pretation, and make suggestions for therapy when indicated.
Pine land-A State Training School and Hospital

This school for the mentally retarded has a patient, population in excess of 475.It is available for utilization in the general and child psychiatry training programs.Pine land is a component of the South Carolina Commission on Mental R.etardation.South Carolina State Board of Health Laboratories
Through mutual interagency cooperation, the staff of the Institute has access tothe extensive clinical and research laboratory facilities of the J. Marion SimsBuilding, located adjacent to the Institute. Biochemical, cytologic, microbiologicand viral laboratory services are available. Joint research projects are encouraged.

INSTITUTH FACULTY

1. Alexander G. Donald, A1.1)...
Psychiatry2. Joe E. Freed, M.D
Psychiatry3. It. Buck land Thomas, M.D
Psychiatry4. James B. Galloway, M.1)
Psychiatry5. Lucius C. Pressley, M.1)
Psychiatry6. David H. Fuller, M.1)
Psychiatry7. 1). Devon Pollard, M.I)
Psychiatry8. Russell M. Pantano, M.1)
Psychiatry9. Charles H. Ham, Jr., M.D Psychiatry10. Robert E. Bell, Jr., M.D Child Psychiatry11. Robert C. Schnackenberg, M.1) Child Psychiatry12. William B. Hilbun, M.D Child Psychiatry13. Charles N. Still, M.D
Neurology14. Caroline B. Swanton, M.D
Neurology15. William Rothstein, ph. D Clinical Psychology16. Jerry It. Adams, Ph. D

Clinical Psychology17. George It. Holmes, Ph. D
Clinical Pwrchology18. Orvin S. Nesje, A.C.S.W

Social Work19. John R. Higgins, A.C.S.W
Social Work20. Betty Sue Gandy, A.C.S.W Social Work21. Harriett Ann Therrell, M.S W Social Work22. Carson C. Good, M.S.W
Social Work23. Lillian Herman, M.S.W
Social Wox k24. Judith A. Strauch, M.S.W Social Work25. Dorothy J. Warren, M.S.W
Social Work26. Patricia 0. Nakaji, 0.T.It Occupational Therapy27. June B. Jackson, O.T.R Occupational Therapy28. Thomas A. Summers, B. D
Chaplaincy29. Lilyan It. Klein, B.S.N

Nursing Education30. Larice S. Brown, It.N Inpatient Nursing Supervisor31. Howard West, B.S
Recreational Therapy

75-590-72-20
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TEACHING CONSULTANTS
1. Oscar Sachs, M.D Psychiatry
2. Sanford Oxenhorn, M.D Psychiatry
3. George E. Gross, M D Psychiatry
4. R. Layton McCurdy, M.D Psychiatry
5. Rufus E. Medlin, M.D Psychiatry
6. Raymond E. Ackerman, M.D Psychiatry
7. Robert M. Prince, M D Psychiatry
8. William S. Hall, M D Psychiatry
9. Karl V. Doskocil, M.D Psychiatry

10. 0. Rhett Talbert, M.D Neurology
11. Gilbert F. Young, M.D Child Neurology
12. Donald Hiers, M D Neuropathology
13. Hiram B. Curry, M.D Neurology
14. Joseph W. Taber, Jr., M.D Neurology
15. R. Ramsey Mellette, Jr., M D Child Psychiatry
16. Donald K. Freeman, M.D Child Psychiatry
17. Ingeborg H. Kruer, M.D Child Psychiatry
18. Paul L. Adams, M D Child Psychiatry
19. W. William Ledyard, M.D Neurosurgery
20. B. Daniel Paysinger, M.D Neurosurgery
21. William H. Bridgers, M.D Neurosurgery
22. Robert V. Heckel, Ph. D Clinical Psychology
23. Roger W. Black, Ph. D Clinical Psychology
24. Harry H. Turney-High, Ph. D Anthropology
25. Thomas Smith, Ph. 1) Sociology
26. Webster Myers, Jr., L.L.M Law
27. Ralph C. McCullough, II, J.D Law

RESIDENTS AND

Roland E. Bieren,
George L. Nichols, M.D.
Robert C. Hutchins, M.D.
Patricia L. Adkings, M.D.
J. Michael Foxworth, M.D.

PELLOWS-I969-70

M.D., Chief Resident
Eugenio F. Casanovas, M.D.
Michel P. Gingras, M.D.
Marvin K. Ballard, Jr., M.D.
James C. Rice, M.D.

THE TRAINING PROGRAM
Foreword

In 1965 the entire educational, training, and research program of the South
Carolina Department of Mental Health was reviewed; and the conclusion was
reached that a separate institution should be created to pursue these specialized
tasks. Later in the year the General Assembly amended the laws of South Carolina
pertaining to mental illness and health to make special provision for the William S.
Hall Psychiatric Institute. This amendment states, "The William S. Hall Psy-
thiatric Institute at Columbia shall be maintained as a teaching hospital for the
primary purpose of training mental health personnel and psychiatric research."

After a period of planning and initial recruitment of staff, the Institute opened
outpatient clinics in adult psychiatry, child psychiatry, and neurology. The first
psychiatric inpatient was admitted on September 26, 1966. A neurology inpatient
ward was opened in January, 1968. The Institute MA accredited for clinical
pastoral education in 1967. An internship program for clinical psychologists was
started in February, 1968. An internship for occupatimal therapists has been
approved. The nursing education program for the two diploma schools of nursing
in the state was transferred to the Institute in October, 1968. Recognizing the
need for continuing education, a director for this program wit4 recruited in Decem-
ber, 1968. Three seminars a year are planned for general physicians. BOAC courses
in psychiatry and neurology are offered to physicians interested in developing
special skills in these areas. Externships and medical clerkships for medical
stOdents provide a clinical experience with psychiatric and neurologic patients.

Admissions to the Institute are based upon training and research needs and
are controlled by its director. In addition to the mentally ill, persons suffering
from neurological diso. ers are eligible for admission. Four inpatient wards are in
operation with a total bed capacity of 88. Three of th r. wards are for psychiatric
patients and one for neurologic patients. Each ward has a bed capacity of 22.
Medical, surgical, clinical laboratory, and radiological services are provided for
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Institute patients in the Byrnes Clinical Center of the South Carolina State
Hospital by its attending staff and medical consultants as needed. This center is
fully accredited by the joint Commission on Accreditation of Hospitals.

The outpatient clinic facilities have greatly expanded in adult psychiatry,
child psychiatry, and neurology. An active affiliation is maintained with the local
Veterans Adm inistration Hospital and the Columbia Hospital for consultative
services on non-pysehiatric general hospital patients during the third year.
Through affiliations with the South Carolina State and Crafts-Farrow hospitals

the resident gains experience with geriatric patients the chronically ill, and
forensic psychiatry. Affiliation with the Columbia Area kental Health Center pro-
vides an excellent training experience in community_psychiatry. Affiliations with

the Medical University of South Carolina and the University of South Carolina
make possible instruction in basic medical sciences, soniology, psychology, anthro-
pology, and law. Adequate facilities, patients, and staff are available to support six
residents in each of the three years of training

Patients may be self-referred or referred by private physicians. The fourteen
mental health centers and clinics which are an integral part of the Department of

Mental Health refer many patients. The two state hospitals within the Depart-
ment, with approximately 5,400 patients (over 4,000 admissions per year), are
also a source of patients who may be selected for Institute admission because of a

particular evaluation or treatment problem.

I raining Program Outlined
First-year program.The major assignment during the first year is the In-

patient Service. During this time the resident is directly responsible for care of
patients assigned to him under the supervision of a teaching psychiatrist who is in

charge of the ward. The average patient load is approximately ten active cases.
During July and August, prior to the start of the formal didactic teaching pro-

gram in September, the resident is provided a structured orientation. This includes

a general oiientation to the facilities of the Institute, other components of the
Department of Mental Health and affiliated institutions. Additionally, there are
approximately twenty-four scheduled hours of instructior on topics which include

ward organization, functions of allied professional disciplines and introdue;ory
clincial material. Individual supervision is also begun.

While the resident is developing a firm foundation in basic psychiatry and
becoming increasingly familiar with diagnostic and treatment procedures on the
Inpatient Service, he is also introduced to the Outpatient Clinic. Residents are
encouraged to select one or two patients for supervised outpatient therapy.
Contact with clinical neurology begins with an introductory series of clinical
demonstrations to familiarize the resident with the neurological examination. He

also attends the neurology clinical conferenees and clinicopathological conferences.

In addition, neurological supervision of individual cases is available.
The resident is supervised in all of his activities by members of the faculty.

He works in a setting which provides training for other allied professionals; and he

is familiarized with interdisciplinary techniques and the team approach.
The faculty, assisted by a consulting staff and guest lectures, provides didactic

course work in the form of lectures and seminars during the first year. The cur-
riculum has been designed to support the clinical experience of the resident and

to lay the groundwork for future assignments. An attempt has been made to
harmonize the three years of the program to provide a logical progression of
learning with correlation between major areas.

Instruction in basic sciences is provided chiefly by staff members of the Medical

University of South Carolina who meet regularly with the resident staff through-

out the year.
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Grand Rounds, a literature seminar, clinical case conferences, and guest speak-ers round out the schedu' to provide the depth and variety of learningexperiencenecessary for a well-balanced program.Seamit-year program.The second year consists of two major assignments. Oneis for a period of nine months in the Outpatient Psychiatry Clinic of the Institute.Approximately three-quarters of the resident's time is concerned with adultoutpatients. The remaining one-quarter of his time is devoted to outpatient childpsychiatry.
In the outpatient clinics the resident becomes proficient in the evaluation,treatment and dist), ',titian of psychiatric outpatients. He continues therapy withselected outpatients from the first year and acquires additional ones. 'Muchemphasis is placed on the interdisciplinary team approach, particularly in childpsychiatry which focuses upon the concepts of family dynamics and pathology.tkspects of community psychiatry and work with community agencies areemphasized in both the adult and the child psychiatry clinics and in specialassignments to the Columbia Area Mental Health Center. The Adult PsychiatricOutpatient Clinic places strong emphasis on analytically-oriented individual andgroup psychotherapies.
The other major assignment of three months is on the Neurology Service. Thisperiod involves active participation in the neurology teaching program under twofull-time staff neurologists, five consultants in neurology, and three consultants inneurosurgery. The resident has responsibilities on the neurology teaching ward, inthe Neurology Clinic and in the Neurology Consultation Service. He receivesfurther intensive supervised experience in the diagnosis and treatment of thepatients suffering from diseases of the nervous system. During this period, he isexpected to conduct at least one neurology seminar and to assist the senior staffat neurology conferences, ward rounds, anti neuropathology sessions.The didactic Advanced Curriculum series of seminars of the second year isgeared to support and augment the resident's clinical experiences and expandingknowledge and abilities. Clinically-oriented case conferences and seminars becomemore frequent in the curriculum tiering the second year. Study in the basic sciencescontinues.

Third-year program.The core curricula for the first two pars have providedthe resident with a basic experience in the essentials of psychiatric knowledge andpractice. The third year provides an opportunity for the resident to extend hisexperience beyond minimum requirements in the major areas of previous study.Flexibility to permit reasonable pursuit of special interests that the resident mayhave developed is also encouraged.The third year consists of four quarters which, along with the single quarter inthe second year, provides for five assignments of three months each. Three of theseare taken 6.3r major requirements leaving two electives. All residents are expectedto continue to carry several long-term cases in psychotherapy during this time.One three-month period consists of a full-time assignment to the Child PsychiatryService of the William S. Hall Psychiatric Institute. Here the resident is providedsufficient supervised clinical experience with children and instruction to broadenhis understanding of the biology of human growth and development and thematurational process as influenced by the family and the socio-cultural milieu inwhich these dynamic processes take place. He is oriented to the essential com-ponents of elementary psychotherapy with children and child-centered psycho-therapy with parents. 'The interdisciplinary team approach is extensively utilized,.and strong emphasis is placed on cooperative efforts with community agencies.



303

Another major three-month assipment provides the resident with clinical

responsibilities on the Forensic Unit and on the Remotivation and Geriatric
services of the state hospitals. He learns something of the special problems and
treatment techniques which are involved with chronic hospitalized and elderly
patients during this period. Along with case assignments (three) on the Forensic
IThit, the resident acts as a consultant to the Richland County Juvenile-Domestic
Relations Court one-half day a week.

The two remaining three-month blocks are designated as electives. Every
effort is made to fit this time to the individual needs and interests of the resident.
Elective assignments are made only after evaluation of the individual resident's
needs and abilities by the faculty committee. Electives may be chosen in com-
munity psychiatry, neurology, child psychiatry, adult outpatient, geriatric psy-
chiatry, or research.

The adjacent Columbia Area Mental Health Center is available for an elective in
community psychiatry with all five services of a comprehensive center provided
including emergency psychiatric care. The center serves an area of 350,000 popula-

tion. The resident on the elective in community psychiatry may spend some time

in several other community mental health centers of the state to learn of their
philosophy of operation and services offered. The resident is expected to participate
individually or collaboratively with a faculty member on some research project
during his training period.

Throughout the entire third year the resident handles, by rotation, consultation
requests on non-psychiatric general hospital patients in the Columbia Hospital and

the local Veterans Administration Hospital. Supervision in the general hospital is
provided by private psychiatrists; and supervision at the Veterans Administration
Hospital is provided by a staff psychiatrist of the Veterans Administration and by

the Institute faculty.
The didactic course work in the t.tief4. year continues to complement the clinical

experience and to provide more .att -ed instruction in some areas. Training

programs for medical externs, senior II. ..4ical itudents, student nurses, and allied

professional disciplines provide ample opportunity for the resident to gain valuable

teaching experience.
Seminars in psychoanalytic theory and case conferences are conducted on a

regular schedule by psychoanalytically-trained psychiatrists during the nine
months of the academic year. These seminars and required reading are planned to
provide the resident with a firm understanding of dynamic behavior. All residents

and child psychiatry fellows attend these teaching sessions.
In summary, the training program is designed to integrate biological and

dynamic processes and to permit, wherever possible, a longitudinal approach to

enhance the depth of learning. The clinical rotations and the curriculum in each

year of training have been chosen to provide a progressive integration of knowledge

and experience with a gradual advancement through increasingly broader and more

sophisticated activity. The classical block system is only loosely adhered to, with
emphasis placed on early contact with major areas of psychiatric endeavor and
subsequently extended to more advanced experience. Didactic material comple-

ments clinical experience and attempts to anticipate it -when possible. Seminar
format, which encourages individual participation, takes precedence over lecture

presentation.
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PSYCHIATRIC RESIDENCY PROGRAM

FIRST YEAR

INPATIENT SERVICE 12 months

Periodic rotation on different wards

Case load approximately ten active patients

Introductory assignments to psychiatric outpatients and clinical neurology

SECOND YEAR

ADULT PSYCHIATRIC OUTPATIENT CLINIC

9 months % time

NEUROLOGY
SERVICE

Block Assignment
3 months

CHILD PSYCHIATRY SERVICE

9 months % time

THIRD YEAR

CHILD
PSYCHIATRY

SERVICE

Block Assignment

.
3 months

FORENSIC,
GERIATRIC AND
REMOTIVATION

SERVICES

Block Assignment.*
3 months

_

ELECTIVE

Block Assignment
3 months

ELECTIVE

Block Assignment
3 months

CONSULTATION SERVICE 12 months

*Block assignments must be made on an individual basis;and the order of rotation will va*.
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INTRODUCTORY CURRICULUM*

I. Orientation to Psychiatry 24 hours
II. Seminar Series 54 hours

1. Interview Techniques 3 hours
2. Clinical Syndromes 6 hours
3. Theory of Hospitalization 3 hours
4. Milieu Therapy 43 hours
5. Drugs in Therapy 6 hours
6. Other Somatic Th.erapies _ 3 hours
7. Introduction to Clinical Psychology 3 hours
8. Normal Personality Development 1034 hours
9. Current Theories of Psycholdynamics 6 hours

10. Introduction to Psychotherary 9 hours
III. Basic Science Seminars 36 hours

1. Concepts of Organization and motion of the Nervous System
(Neuroanatomy, Neurophysiology, Psychophysiology)
(alternate years) 24 hours

2. Molecular Aspects of the Nervous System in Health and
Disease (Neurochemistry, Neuropharmacology, Psycho-
pharmacology)
(alternate years) 36 hours

ADVANCED CURRICULUM**
PART A: alternate years

1. Psychopathological Entities of Childhood 15 hours
2. Advanced Psychotherapy 9 hours
3. Introduction to Psychosomatics
4. Social Psychiatry and Cultural Anthropology
5. Group and Family Therapy
6. Advanced Clinical Psychology 6 hours
7. Forensic Psychiatry 4% hours
8. Molecular Aspects of the Nervous System in Health and

Disease (Neurochemistry, Neuropharmacoloor, Psychophar-
macology) 36 hours

9. Developmental and Child Nuerology 20 hours
PART B: alternate years

I. Geriatric Ps3rchiatry 6 hours
2. Community Psychiatry 6 hours
3. Consultative Psychiatry 6 hours
4. History of Psychiatry 734 hours
5. Theories of Personality Development 9 hours
6. Theories of Character Disorders 6 hours
7. Theories of Neuroses 6 hours
8. Theories of Psychoses 6 hours
9. Principles of Research 3 hours

10. Advances in Nervous and Mental Disease 12 hours
11. Developmental and Child Neurology 20 hotirs
12. Concepts of Organization and Function of the Nervous System

(Neuroanatomy, Neurophysiology, Psychophysiology) 24 hours

CONTINUOUS DURING THE THREE YEARS

1. Literature Seminar ._ 1 hour weekly
2. Grand Rounds 1% hours monthly
3. Seminars in Psychoanalytic Theory .42 hours
4. Guest Lecture Series By Special Arrangement
5. Continuous Case Conference (optional for first year) 75:hours
6. Individual Case Supervision 2-3 hours weekly
7. Neurology Clinical Conferences 66 hours
8. Selected Topics in Nervous and Mental Disease 24 hours
9. Chnicopathologic Conference 12 hours

10. Demonstrations in Morbid Anatomy of the Nervous System- _ - . L 24 hours
11. liorphologic Basis of Nervous and Mental Disease 24 hours

.*Presented to first-year residents
**Presented to second and third-year residents
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CHILD PSYCHIATRY FELLOWSHIP TRAINING PROGRAM

PHILOSOPHY

Child psychiatry is regarded as a medical subspecialty designed ix) meet the
needs of children whose development or behavior deviates from expected norms.
The competent practitioner of child psychiatry must have a thorough knowledge of
the biological, psychological, social and cultural factors which interact in the
developing individual and influence what is or is not considered normal. In addi-
tion he must have a thorough knowledge of the variations of norms by ages in
different individuals in different cultural and social settings.

The competent practitioner must be able to apply this background information
to the examination of a child in various settings under varying conditions in order
to arrive at an appraisal of these interacting factors. If the child's behavior does,
in fact, deviate from the healthiest set of responses to these factors, which factors
have influenced the behavior and what treatment is needed to prevent further
deviation to enable the child to develop more appropriate and effective behavior?
The appraisal must be derived in part on an intuitive basis; but it also must be
derived from the application of knowledge of how the various interacting factors
can impinge upon the developing personality to produce modifications of behavior.

As with any medical specialty there exists a need for more than just the purely
clinical application of child psychiatry to the individual patient. The competent
child psychiatrist must serve as an effective consultant not only to psychiatrists and
other physicians but also to various non-medical individuals, organizations, and
institutions. He must have a thorough understanding of the consultation process
and raust be able to apply this understanding in various settings including schools,
courts, agencies

'
and hospitals.

Although thetheoretical foundation, basic framework, and broad outlines of the
specialty have been derived, much is stin unknown; and new theories, new knowl-
edge, and new concepts are needed. With the production of such new orientations
clinical skills will be improved. The child psychiatrist should strive for new orienta-
tions or new integrations of concepts in order to add to the body of knowledge and
improve the effectiveness of the specialty.

Administrative skill of some degree is necessary in all medical specialties; but
by the nature of the clinical problems treated in child psychiatry, collaboration
with other people of varying backgrounds and orientations forms the basis of effec-
tive treatment. In order to formulate the treatment goals and to direct the treat-
ment efforts, as well as to interpret the treatment goals and efforts to various other
agencies whose influences impinge on the dei-eloping personality, the child psy-
chiatrist must develop his administrative skills to their maximum.

Teaching, whether to less highly trained physicians or to non-medical per-
sonnel, constitutes an important role for each child psychiatrist. The type of
teaching may vary from simple exposition and definition of role; to efforts tu
nurture and develop new talent in the specialty; but much of his daily work will
include some teaching. Competence and effectiveness as a teacher must be de-
veloped.

e competent child psychiatrist must fill each role: clinician (in the role of
physician to the patient or as consultant), researcher, administrator, teacher. The
goal of the child psychiatry fellowship program of the William S. Hall Psychiatric
Institute can be summarized: to produce competent child psychiatrists.

TRAINING PROGRAM

To accomplish the goal of developing competent child psychiatrists the train-
ing program is organized to provide integrated clinical and didactic trainingof
progressively increasing complexity. As designed, the program provides for begin-
ning training in July; and, and, at this time, initiation of training in any other
month could not be accomplished because the training experience could not be
effectively integrated.

The Fellow begins his training with the observation of "normal" children in
the nursery operated by the College of General Studies, University of South.
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Carolina. This ohservation alternates with observation of children of pre-schoolage in a kindergarten operated by the Office of Economic Opportunity ("Head-start"). Observation continues every nwrning (Monday through Friday forapproximately six weeks when that time is rescheduled for younger, preschoolpatients. Supervision during this period is focused on normal developmentalprocesses as observed in the nursery and kindergarten. The emphasis of thedidactic and literature seminars during this period is focused on introductoryissues to provide background for the next phase of training. During this periodpatients are accumulated at the rate of two per week. Grade-school or adolescentpatients, who are seen late in the afternoon to avoid future conflicts with schools,are assigned first; and pre-school children who are seen in the morning hours areassigned to replace the time spent in observation. The case load is increased to amaximum of eight therapy patients per week.After the tenth week th.e Fellow begins his consultation work, either with theJuvenile Court or the Department of Corrections School for Girls. This consulta-tion work continues for six months and is then shifted to the other agency. At thistime, also, he becomes involved on the pediatric wards of the South Carolina StateHospital, attending daily ward rounds and treatment-planning sessions each morn-ing and devoting two hours, twice weekly, to some aspect of the therapy program.This latter area is purposely flexible: group therapy, treatment-team meeting:4,family therapy, or individual psychotherapy with hospitalized children comprisesome of the alternatives available to the Fellow, depending on his interests and theavailability of suitable patients on the ward. The emphasis of the literature anddidactic seminars focuses on i.ormal developmental processes during this period.Early in the training program opportunity is provided to develop researchinterests. As the Fellow accumulates information regarding research interests.research design, and research organization, he can formulate his own projectwhich he will carry through entirely. Adequate support for research is available interms of patient populations, statistical analyses, laboratory facilities, and super-vision.
In addition to these activities the Fellow has monthly conferences in pediatricneurology, group consultation with mental health pezsonnel from throughout thestate, clinicopathologic presentations, and Grand Rounds. He also begins hisgroup therapy experience, initially as an observer and later as therapist of his owngro up.
After the tenth week he begins pediatric rounds at Pineland Training School,operated by the Department of IVIental Retardation, in company with thepediatric residents from Columbia Hospital. His function on these rounds remainsflexible in that he can utilize this time for observing administrative organization,pediatric illness in intellectually inadequate children, training programs andspecial education techniques, or group interactions in these children. He can beginthe development of liaison with the pediatric residents, or begin to provide con-sultation regarding these children.In January the Fellow shifts his consultation experience to the alternateagency listed above. He completes his didactic and literature seminar series onnormal development and begins to learn in depth about the functions of otherprofessionals with whom he works. He also has a series of seminars on variousmodalities of psychologic treatment which should help him conceptualize andintegrate the clincial experiences he has just undergone. Diagnostic conferences,continuous case conference, group therapy, agency consultation, and adminis-trative conferences are all supervised in a group. With the two hours of individualsupervision weekly the resident should be able to complete the first year with athorough understanding of healthy behavior and personality development aswell as types of treatment available for modification of deviant behavior.As he begins his second year of training the Fellow drops his contacts with thepediatric wards of the South Carolina State Hospital, with Pineland TrainingSchool, and with the Juvenile Court and the Department of Corrections. Em-phasis now shifts to the pediatric ward of the general hospital where he makesdaily ward rounds and begins to provide psychiatric consultation twice weekly.He also begins to observe children with chronic illnesses in the clinics where hisrole remains flexible tt. permit development of his own interests. Pediatricneurology conferences continue as well as group therapy, continuous ease con-ference, and his research project.His role as consultant now shifts to either the school system (6 months) or theChild Welfare Division of the Department of Public Welfare. Weekly group super-vision of the consultative work continues.The emphasis of the literature and didactic seminars focuses first on the psy-chotherapeutic process to integrate the experience with psychotherapy accumu-
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Iated to this point and then shifts to the specific psychiatric diagnoses which are
considered in depth. A biief series on special treatment modalities including psy-
chopharmacologie agents Ls followed by seminars on research to help the Fellow
integrate and orgainize his research project. The various symptomatic disturbances
of childhood and adolescence are then discussed: and the series is concluded with
review seminars covering the field of child psychiatry.

At the conclusion of the second year the Fellow should have had sufficient
experience in the fundamental areas of child psychiatry to permit him to function
.effectively in hLs various roles in whatever area of practice he chooses. Horiefully,
his own growth and development will have been sufficiently nurtured to enable
him to apply both his own basic intuitive skills and the body of knowledge he
has accumulated to help his patients behave in a more healthy and effective way
and to add to the growth of the specialty of child psychiatry, as well as to the
larger body of scientific endeavor.

COLUMBIA, SOUTH CAROLINA

Columbia, the capital of South Carolina, occupies the geographic and political
center of the state. Estimated to have a population in excess of 100,000 and located
in a metropolitan area approaching 300,000, the city provides an interesting blend
of "The Old South" with the increased tempo of a modern, progressive community
that reflects the enormous growth and expansion taking place throughout the state.

Columbia is a city of beautiful homes and gardens, as well as a focal point of
industry, distribution, transportation and communication. The community pro-
vides numerous cultural advantages including an art. center and a town theater.
There are six universities and colleges located in the city, which also has a good
public school system. Two daily newspapers, four television stations and a nomber
of radio stations serve the area.

Recreational facilities include the Carolina Coliseum, a multimillion-dollar
University of South Carolina facility ; and Lake Murray, one of the nation's
largest artificial lakes, located just outside the citv provides ample opportunity
for fishing, boating and a variety of water sports. the city maintains twenty-five
parks and playgrounds, two municipal swimming pools and a youth center. A
well-equipped state park is lotated less than ten miles away.

Columbia has four hospitals in addition to the South Carolina State and the
Veterans hospitals. The city hospitaLs are served by a large and active group of
private practioners who constitute a progressive medical community and main-
tain an active county medical society.

The climate in the area characteristically makes for mild winters and moderately
hot summers; modern cooling methods now make the summer season quite
pleasant. Availability of reasonable-priced housing is usually adequate and
conveniently located.

Further information and/or application forms may be obtained from:
Associate Director of Research and Training
William S. Hall Psychiatric Institute
Drawer 119
Columbia, South Carolina 29202

OPPORTUNITIES IN CLINICAL P.V.r.GRAL EDUCATION

(William S. Hall Psyl:liatric Institute, Columbia, South Carolina)
Basic Clinical Pastoral Education: This program is the introductory unit of clinical
pastoral education in the Institute. (A unit is twelve weeks in duration.) To be
considered for the program, the student must have completed at least one year
of theological education and must be interviewed by a qualified examiner. 'The
seminary student normally participates in this program during the summer;
however, students may enroll throughout the year should openings occur. Pastoral
relationships are developed primarily within the inpatient area.
Clinical Pastoral Residency: The one-year residency program, beginning in mid-
September and concluding the following August, is offered both to seminarians as
an internship and to ordained clergy. It is geared not only for the student who
desires to use his clinical experience for the parish ministry, but also for the student
who considers functioning in a distinctive area of the ministry, such as the
institutional chaplaincy, pastoral counseling, or the teaching ministry. Applicants
preferably should have completed at least one unit of basic clinical pastoral
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education and are required to come to Columbia for screening interviews. The
student functions in both inpatient and outpatient sections.
Pastoral Supervisory Training: This level offers the ordained clergyman, whodesires to move towards certification as a chaplain supervisor, the opportunity
to learn the art and skills of pastoral supervision. In ord.er to qualify, the student
should have completed at least a year of clincial pastoral education and must
be evaluated by an appropriate regional committee prior to the training period.
As a part of his training, the stucient supervises a unit of basic clinical pastoral
education while under the supervision of a fully-certified chaplain supervisor.
Stipends and Fees
Stipends are available to students participating in the various levels of clinical
pastoral education. Room and board provisions are also offered.
A tuition fee of $50.00 is required per 12 week unit of training. Students in pastoral
supervisory programs do not pay this fee.
Curriculum Content
Curriculum is designed according to the program level in which the student is
accepted. Among the curriculum resources are:
Training group seminars
Interdisciplinary treatment teams
Pastoral group work
Worship leadership
Past oral visitation
Pastoral supervisory conferences
Lecture series
Closed-circuit TV
Clinical case conferences
Consultation with community clergy
Affiliated pastoral visits in other clinical institutions
Pastoral research papers
Consultation with interdisciplinary staff
Films and audio-tapes
Pastoral counseling (individuals and families)
Quarterly committee review of student's training experience
The Clinical Pastoral Educaiion Program
The William S. Hall Psychiatric Institute is an ultramodern teaching hospital,
accredited by the Association for Clinical Pastoral Education. The Center offers
seminary students and clergymen experiential involvement and study in a depth
ministry to persons. This multi-leveled program is an important aspect of a
comprehensive theological education.
The Institute, a component of the South Carolina Department of Mental Health
is a 212 bed psychiatric facility whose mission is focused on training and research
in the field of mental health. The physical setting includes a large main building
and four patient cottages wherein exist a variety of inpatient and outpatient
areas. The professional training programs, characterized by a coordinated inter-
disciplinary effort, take place in these specialized clinical sections.
Academic Credit
The student who desires to apply his training at the Institute for academic credit
can make application and the necessary arrangements with the seminary of his
choice. These arrangements need the approval of both the seminary and the
Institute's Pastoral Education Service.
Orientation Progmas
In addition to the Clinical Pastoral Education Programs, the Institute offers
throughout the year a variety of orientation programs to seminary students and
clergymen. Some of these are: Consultation for Community Clergy, Clinical
Irhtroduction for Seminarians, and Clinical Pastoral Orientation for Community
Clergy.
ColumbiA South Carolina
Columbia, the capital of South Carolina, has a metropolitan population of approx-
imately 300,000 people. The city is considered the geographical and political
center of the state and possesses abundant recreational and cultural facilities.
There are six universities and colleges, including the Lutheran Theological
Southern Seminary in the city. The Institute is located within a few minutes of
downtown Columbia.

4j ea:16 -it-
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For Further Information and Application Forme, Write:
Chief Chaplain
Pastoral Education Service
William S. Hall Psychiatric Institute
Drawer 119
Columbia, South Carolina 29202
Telephone: (803) 256-9911

WILLIAM S. HALL PSYCHIATRIC INSTITUTE, COLUMBIA, SOUTH CAROLINA

BACKGROUND

The William S. Hall Psychiatric Institute was established as a separate facilityfor research and training by the South Carolina State Legislature in 1965. Thiswas the 'result of the South Carolina Department of Mental Health recognizingthe need for such a facility to help meet the mental health manpower needs withinthe state.
Since conception, the Institute has evolved as an academically oriented teachingand research center as well as a facility offering complete in-patient and outpatienthealth care services for psychiatric and neurological problems. As a necessarypart of the overall goals of the Institute, patients to whom health care servicesare offered must be selected by the staff. This may be done by consultation withfamily physicians, other referral sources or in some cases by direct interviewswith those interested in such services.

AFFILIATIONS

The Hall Psychiatric Institute maintains active affiliations with other teaching,research and health care facilities. These include the Medical College of SouthCarolina, University of South Carolina, Columbia Hospital, Veterans Admin-istration Hospital of Columbia, S.C., Columbia area Mental Health Center,and other health care, teaching, research and social agencies. Teaching appoint-znents are held by the Institute faculty members in other such facilities, and theseother agencies offer similar consultative and teaching services to the Hall In-stitute. Additionally, frequent guest lectures come to the Institute who are recog-nized authorities in their fields. It is part of the philosophy of the Institute thatsuch faculty exchange with other facilities helps maintain awareness of currentprogress within their fields by faculty members.
Questions concerning health care services at the Institute may be addressedto:

Admitting Physician's Office
William S. Hall Psychiatric Institute
Drawer 119
Columbia, South Carolina 29202

Or call Area Code 803,256-9911, Extension 514.
Questions concerning training programs and research activities at the Institutemay be addressed to the:

Associate Director of Research and Training
William S. Hall Psychiatric Institute
Drawer 119
Columbia, South Carolina 29202

TRAINING

The training program in general psychiatry at the Institute is fully accreditedfor the complete three-year period, and provisional approval has been grantedfor a training program in child psychiatry. In addition, there are post graduateprograms in psychiatr:, and neurology offered for physicians whose primary areasof practice are in other fields. In addition to medical students from the MedicalCollege of South Carolina who come to the Institute as part of their training,externships are offered at various levels to medical students of all accreditedmedical schools. Training programs of other disciplines within the mental healthfield which are currently approved include internships in clinical psychologyand clinical pastoral counseling. There are also affiliated training programs forpsychiatric nursing, occupational therapy and psychiatric social work. Thevaried disciplines of the faculty at the Institute offers a spectrum of approacheshealth and behavioral problems which is not only clinically useful, but is feltalso to be beneficial to trainees of the various disciplines.
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INTERNSHIPS-CLINICAL PSYCHOLOGY

(William S. Hall Psychiatric Institute)
The William S. Hall Psychiatric Institute, located in Columbia, South Carolina, isa teaching, training, and research facility of the South Carolina Department ofMental Health. It is an ultramodern facility consisting of five inpatient wardsincluding ones in neurology and adolescence, outpatient adults, child and adoles-cence sections, a professional library, offices, classrooms, and other related facil-ities. All of the usual professional areas are represented and staffed by qualifiedprofessionals. In addition, the Institute has close contact and interaction with anumber of the local agencies and facilities, including the Columbia Area Com-munity Mental Health Center, the Columbia Drug Abuse Center, and the nearbyUniversity of South Carolina. Associated with all this is a wide variety of con-sultants, seminars, and lecture series. The Institute is mainly financially sup-ported by the state, but some areas have NIMH support for programs. The Clini-cal Psychology Internship Program currently is partly supported by NIMH fortraining.
Psychology interns receive training under close supervision in the areas of psycho-logical evaluation, group and individual psychotherapy with children, adolescents,and adults, and various other professional experiences. Participation in sensi-tivity groups for nursing students, lectures, talks and interaction with otherprofessionals in training, and other ongoing programs is part of the training. Theintern is encouraged and given time to involve himself in research projects and todevelop his own research interests. Time to work on dissertation will usually beavailable. In general, traiaing is suited to the individual needs and interests of theintern. There are three rotations of four months each, one in the child and adoles-cent section, one in the inpatient section, and one in the community mentalhealth center. There is available a considerable variety of experiences. Presenttraining staff consists of seven Ph.D. psychologists with more anticipated asneeded.
Applicants should be Ph.D. candidates with at least two years of graduate study.The stipend for a year is $7,000. Fur further information, write to William Roth-
stein, Ph.D. Chief, Psychology Service, William S. Hall Psychiatric Institute,
Drawer 119, Columbia, South Carolina 29202.
Columbia, the capitol of South Carolina, is a rapidly growing city located in the
geographical center of the state with a population of over 300,000 in the metro-
politan area. Mountains and beaches are two hours drive from the city. The cli-
mate is excellent for year-round outdoor recreation. There are four colleges in
Columbia, including the University of South Carolina. Cultural facilities are ade-
quate. Cost of Eying is considered to be not particularly high or low.

CONTINUING EDUCATION FOR CLERGY

Schedule of Part Time Programs, 1971

Presented by Pastoral Education Service, William S. Hall Psychiatric Institute,-
of the

South Carolina Department of Mental Health Columbia, South Carolina
Realizing the heavy demands on a parish clergyman's schedule, these 1971

programs as listed below are designed specifically for clergy and other pastoral
workers who desire a continuing education experience in pastoral care at the Wil-
liam S. Hall Psychiatric Institute on a part-time rather than a full-time basis.
No. 1 Seminar on Pastoral Group Counseling

One-half day (each Tuesday morning) from April 6 through May- 25, 1971;
limited to 12 participants; $15.00 registration fee.

An examination of the psychological and theological dimensions of group proc-
esses as applied to Pastoral care groups. Attention is given both to theoretical
and experienced learning via discussion of theory and also the participant's ex-
periencing himself in group interaction.
No. 2 Pastoral Studies Program: 'Ministry to Youth in a Changing Society'

One day a week (each Friday) for three weeks in May, 1971 (May 14, 21, and
28) ; limited to 20 participants: $8.00 registration fee.

An exploration of relevant pastom' care in response to the emotional needs of
youth, with special emphasis on today's cultural context. The course will include
lectures, case conferences, selwied readings, and discussion groups.
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No. 3 Pastoral Studies Program: 'Crisis Counseling in Pastoral Care'
One day a week (each Tuesday) for the month of October, 1971 (October 5, 12,

19, and 26); limited to 20 participants; $10.00 registration fee.
A consideration of pastoral care and the parish crises of death, alcoholism, fam-

ily conflict, and mental illness. Films, lectures, and discussion groups will be
offered.
No. 4 Part-Time Clinical Pastoral Training

A total of :32 days distributed in four blocks of time from October 25 through
December 13, 1971: (1) five days weekly for three consecutive weeks (2) one day
during the fourth week (3) five days weekly for three more consecutive weeks and
(4) one final day during the eighth and final week: if desired by participant., roc,m
and board can be offered at total of approximately $30; successful completion of
training is acknowledged as one-half linit of certified Clinical Pastrol Education;
limited to 6 participants; $25.00 registration fee.

This course provides an intensive period of pastoral care training with a focus
on the transfer of clinical learning about the human predicament to that of parish
ministry. Structures of training are ward assignments, interprofessional lectures,
seminars, funstioning on a clincal treatment team, supervisory conferences,
pastoral counseling with patients, and participation with community resources.
*Certificates of successful completion are awarded at the end of each program
*Faculty is composed of representatives from various mental health professions.
*Lunch is included in registration fee (except course No. 4).
*Interested persons are invited to inquire about the full-time Clinical Pastoral

Education programs offered at the William S. Hart Psychiatric Institute.
*Watch next year for the 1972 announcement of part-time programs.

SUMMARY OF PROGRAM

In the early 1960's, the South Carolina Department of Mental Health waFs
confronted with a crisis due to the lack of trained mental health professionals.
Efforts to recruit out of state were unsuccessful, and attempts to train required
personnel in a service-oriented state hospital were not producing the desired
results. Convinced that only a bold new approach would succeed in developing
the quality training and the numbers required, the decision was made to establish
an autonomous training and research facility within the Department of Mental
Health. In May, 1965, the South Carolina Legislature established the William S.
Hall Psychiatric Institute and assigned it the mission of training mental health
professionals and conducting psychiatric research. Although lacking affiliation
with a medical college or university, the Institute in a period of six and one-half
years has developed approved training programs in all disciplines in the mental
health field and in this short. period has attained the capability of training the
mental health professionals required to staff a comprehensive mental health pro-
gram for the State of South Carolina.

During the 1950's, authorities in the mental health field with the willing sup-
port and encouragenient of the state government initiated a comprehensive pro-
gram to upgrade the mental health facilities in South Carolina and improve
the care and treatment rendered those individuals suffering from emotional and
mental disorders. By the late 1950's, it was quite obvious that. the shortage of
trained mental health professionals was preventing the establishment of efficient
and effective treatment programs. Efforts to recruit mental health personnel
from out of state were intensified but proved unsuccessful, and training programs
capable of producing the required personnel were nonexistent. In order to allevi-
ate this situation, a decision was made in the early 1960's to establish a residency
program in general psychiatry in the South Carolina State Hospital. This was
soon accomplished with applicants accepted for all three years of training. Due
to the great demand for service in the State Hospital and the national trend to
move residency training out of the state hospital setting, it soon became evident
that the residency program would not meet the rapidly expanding need of the state.
Convinced that only a bold new approach would succeed in developing the
quality and scope of training needed, a decision was made to withdraw gradually
from the state hospital setting to a facility devoted specifically to training and
research. Fortunately, a newly constructed hospital-cottage complex was available
which met the needs of such a facility. At the request of the South Carolina
Department of Mental Health, the State Legislature in May, 1965, passed a bill
establishing the William S. 1:all Psychiatric Institute as an autonomous inst itut ion
within the Departnn.nt of Mental Health. This t-gislation assigned the Institute
the sole mission of training mental health workers and conducting psychiatric
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research and provided that patients should be admitted upon the approval of theInstitute Direcor based on the needs of the training program.
Efforts during the next eighteen months were devoted to selecting a teachingstaff, program planning, and establishing the hospital to support the trainingprograms. In order to provide the clinical setting required to support the trainingprograms at the Institute the following clinical and supporting services wereestablished: three 23-bed aClult psychiatry inpatient units, one 23-bed neurologyinpatients unit, one 14-bed adolescent psychiatry inpatient unit, a day treatmentcenter for twelve emotionally disturbed children, an adult psychiatry outpatient.service, a child and adolescent psychiatry outpatient service, a neurology childand adult outpatient service, and a consultation service in psychiatry and neurol-

ogy. Supporting services include nursing, psychology, social work, occupationaltherapy, recreational therapy, vocational rehabilieation, and administrativetiervices which include an outstanding professional library. The first inpatient wasadmitted in September, 1966. The Institute was surveyed by the Joint Cxnnmission
on Accreditation of Hospitals in April, 1968, and received full accreditation forthree years.

During the development of the clinical program, planning and development of
the training program continued. A basic philosphy developed during this periodwas that since an interdisciplinary team approach would be used in patienttreatment, the same approach would be used in training, that training programswould be developed in all disciplines, and, wlwrever possible, training would beon a team basis.

In order to carry out its mission of training the personnel required to supportthe state mental health program, the Institute has established the followingprograms:
1) A 3-year residency program in general psychaitry. This program wassurveyed by the Council on Medical Education of the American Medical

Association in November, 1968, and received full approval. Elevenresidents are currently enrolled in this program which has a goal of sixresidents in each year of training.
2) A 2-year fellowship in child psychiatry. This is the first and only programtraining child psychiatrists in South Carolina. It was surveyed by theCouncil on Medical Education and received full approval in May, 1971.Six fellows are now training in this program. Plans are to train fourfellows in each year of training.
3) A clincial psychology internship program offering the one year of clinicalinternship required for the Ph.D. This is the first clinical internship

program organized in the state and is in the process of being surveyed for
approval by the American Psychological Association.There are five internscurrently enrolled in this program which was initially established totrain four interns annually.

4) A social work field placement program which provides a practicumplacement for first and second year graduate studients pursuing a mastersdegree in social work. This is a 9-month placement with four students
enrolled in each year of training.

5) A clinical pastoral education program consisting of a 12-month courseoffered each year for ordained ministers and a 3-month course offeredeach summer for four seminary students. This program was surveyed andapproved by the Association of Clinical Pastoral Education, Inc., inAugust, 1967. Current enrollment in this program consists of four1rdained ministers and four seminary students.
6) im occupational therapy internship program providing four 3-monthii ternships each year for three students each quarter. This internshipit. a psychaitric setting is a requirement for the bachelors degree in mostschools of occupational therapy. A training program, Six months inlength, has also been initiated to train certified occupational therapy

assistants. This program was designed to alieviate the shortage jf
registered occupational therapists in this state. This shortage of occupa-tional therapists is due primarily to the absence of a university programin occupational therapy in this state.

7) A recreational therapy internship program consisting of a 3-month intern-ship for students seeking a bachelor's degree in recreational therapy and a9-month internship for candidates for a masters degree in recreationaltherapy. Six students seeking the bachelors degree and two seeking thema.zter s degree can be trained in this program annually.
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8) A nursing education program provides three months of training in a psy-
chiatric setting for student nurses. This training is a requirement for
licensure as a registered nurse in South Carolina. Four courses are con-
ducted annually for thirty nursing students per course.

9) A continuing education program providing short courses in the field of
mental illness for nonpsychiatric physicians throughout the state.

10) A special education teachers' program provides placements for teachers
seeking a bachelors or masters tlegree in special education for emotionally
disturbed children. This program is provided on a year-round basis with
the length of the course determined by the needs of the student.

11) A medical externship program which provides three months' experience
in the psychiatric field for medical students during the junior and senior
years of medical school.

12) A vocational rehabilitation internship program three months in length,
provides training in the psychiatric setting fOr the masters degree in
vocational rehabilitation.

In addition to the existing programs, new training programs will be initiated in
the near future. A neuropsychiatry fellowship program, one year in length, will
provide for the integrated teaching of neurology and psychiatry to two fellows
annually. An adolescent psychiatry fellowship program will be initiated to meet
the growing need for specialists in this field. Two fellows will be trained in this
program annually.

During the first five years, major emphasis was placed on the development of
clinical services and training programs at the expense of our research program.
This situation was necessary because our developing staff was unable to pursue
both programs concurrently. In early 1970, it was decided that the training pro-
grams had developed to the 13oint where major emphasis could be shifted to ex-
panding and upgrading of the research program. A modern research laboratory
has been constructed and equipped to perform research in the areas of chemistry
of the brain, histochernical analysist and the use of radioisotope techniques to
investigate the absorption, distribution, metabolism, and excretion of the drugs
used in the field of psychiatry. In the neurologic and psychiatric fields, members
of the staff have engaged increasingly in research with numerous studies and
investigation under way; and many scientific papers have been published. The
Institute publishes semiannually The Psychiatric Forum, a scientific journal which
presents the thoughts and studies of experts in the field of mental health. A primary
purpose of this journal is to encourage and provide the means for the publication
of student papers.

As the end of the seventh year since passage of the legislation establishing the
Institute approaches, there is plentiful evidence that the Institute is fulfilling
its mission. Skepticism concerning our ability to create an academically-oriented
teaching facility not a part of a medical college or university has disappeared.
This situation has not adversely affected our clinical or teaching programs nor
has it been detrimental to the securing of a highly qualified teaching staff. A, full-
time teaching faculty of twelve psychiatrists, one neurologist1 one child neurolo-
gist, five Ph.D. clinical psychologists, one Ph.D. phamacologist, ten MSW social
workers, two masters degree recreational therapists, one masters degree vocational
rehabilitation counselor, three occupational therapists, and a part-time faculty
of twenty-five psychiatrists, neurologists, and allied scientists maintain the highest
academic standards incorporating the lastest teaching devices and techniques.
In retrospect, it appears that the supposition that the only hope of meeting the
requirements for mental health professionals in South Carolina rested upon a
successful training program in the state, and the decision to establish a separate
teaching and research facility to conduct the program was correct. After only six
and one-half years, the William S. Hall Psychiatric Institute is capable of pro-
ducing the trained personnel required to provide a quality mental health program
for the citizenry of South Carolina; and, in the opinion of the staff of the William S.
Hall Psychiatric Institute, this accomplishment is worthy of note.

75-590-72---21



EPISCOPAL CHURCH HOME FOR CHILDREN, YORK, SOUTH CAROLINA

"DESCRIPTION OF SERVICES"; AND ADDRESS TO DIOCESE OF UPPER SOUTH CARO.
LINA BY H. S. Hov My JR., EXECUTIVE DIRECTOR, EPISCOPAL CHURCH HOME
FOR CHILDREN

H. Sanford Howie, Jr., ACSW Executive Director
P. Eugene Knight Assistant to the Executive Director

Director of Cottage Life
Wendell A. Horton, ACSW Director of Social Service

Mrs. Rachel Hope Caseworker
Mr. Robert Hawkins Caseworker

Charles A. Abercrombie, MSSW Director, Gadsden Treatment Center
Robert C. Schnackenburg, M D Psychiatric Consultant
George R. Holmes, Ph.D Psychological Consultant

Wendell A. Horton, ACSW Director, Greene Adolescent Girls Center
John Hughes, AiLD Psychiatric Consultant
George R. Holmes, Ph.D Psychlogical Consultant

The philosophy of care set forth in this description is embodied in our best profes-
sional knowledge and understanding as we feel it to date. We try to hold on to those
things which continue to be valid but no belief is too sacred to be altered in the
lisht of new knowledge.
The science of human behavior is a relatively new one and has very few absolutes.
Indeed, many of these are being overturned and questioned regularly.
Our services which involve placement away from home are predicated on the
belief that a child is always better served in his own home, when he can get the
help he needs; and that this is increasingly true, the younger the child. Financial
need alone is seldom sufficient reason to separate a child from his famil3r. Natural
parents, no matter how inadequate can often be helped to better fulfill their re-
sponsibilities.
AU programs are geared to short term stayusually six months to several years.
At the same time plans are being made for admission of a child, plans are also
being made for his eventual return home.
The Church Home is not equipped to serve children who are retarded in any of its
programs, even though the emotionally disturbed children in our treatment center
sometimes function on this level. If the special education classes in each community
are not sufficient to meet the child's needs, there are state institutions for the re-
tarded if placement is being considered.
A Request for Services Form is available by writing Executive Director, Church
Home for Children, York, South Carolina 29745. All applications are studied and
decisions made subject to available space and this usually results in a waiting
period.
The Church Home offers five areas of service for children in South Carolina:

I. Group Care
II. Foster Home Care

III. Family Counseling
IV. Emergency Care Funds
V. Residential Treatment for Emotionally Disturbed Children

I. Group Care on our York campus serves boys and girls of at least school age in
cottages with a maximum capacity of twelve. There is no upper age limit except
for that inherent in attending the public schools.
These three cottages are part of the Main Campus but they also exist as separate
units. With a housemother they plan their own schedules; menus, and general
living arrangements. Casework services are a part of placement, and regular visita-
tion at home is expected.
Cost for this program is approximately $300 per month and arranged on an ability
to pcmy scale.

II. Foster Home CareWe have a very limited number of foster homes but try
to arrange such placement for children who can profitably use a natural family
setting. The child and his foster family mamtain regular contact with the Church
Home Casework Staff and his natural family.

(316)
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III. Family CounsdinyProfessional cotmselors are available at the request ofclergyman to help hold together the very heart of Christian traditionthe family.IV. Emergency Care FundsClergymen may turn to Church Home for funds toassist families on a temporary emergency basis.

TAYLOR RESIDENTIAL TREATMENT CENTER (ALSO ACCEPTS GIRLS)
V. Gadsden Residential Treatment Center

General Criteria
Boys in the age range of 7-13
Primary problem not organic or retardation
Family willing to be involved

(Parents group meets twice each month)
(Home visit for holidays and at least one weekend each month)

Croup composition influences admission decision
8 residential and 2 day care spaces
Procedure
Psychiatric and psychological evaluation as near home community as possibleRequest for Services Form secured from Executive Director
Arrangements for campus visit and additional evaluationDecision by Admissions and Planning Council (All decisions pending space. Thereis usually a waiting list)
Staff
Resident DirectorMSW
Qmsultant Psychiatrist
Consultant Psychologist
House Counselors
'reacher
Auxiliary Personnel, including college student assistants, dietician, custodialworker
Cost
$600 per month, on an ability to pay schedule.
Not a criteria for admissim.

CoST BREAKDOWN FOR RESIDENTIAL TREATMENT SERVICES
These Cost estimates were reached with the help of the current Duke Endowmentfigures (to be published in March) as a frame of reference.
Where applicable, they were used exactly. Where there was an obvious variationfor an exclusive treatment program they were used as a starting point. For example,food costs would be the same but household slaries would not.

Day Month Year

Psychological and medical services_
6. 74 205. 00 2, 460. 10Room rate (ward 4 and semiprivate)

14. 34 436. 17 5, 234. 10
Total

21. 08 641. 18 7,694. 20General administrative costs
3. 62 110. 10 1, 3?1. 30

Grand total
24. 70 751. 29 9, 015. 50

Note: Some apparent addition errors due to extended decimal point.

A SHORT ADDRESS To THE CONVENTION, DIOCESE OF UPPER SOUTH CAROLINA,TRINITY CHURCH, CfAUmBIA, s.c., FEBRUARY 5, 1972, BY H. S. HOWIE, JR.,EXECUTIVE DIRECTOR, EPISCOPAL CHURCH HoME.FoR CHILDREN
I think that only in future years and in retrospect will the Church be able tofully appreciate the leadership of the Board of Trustees of the Church Home forChildrena Board which, in the early 60's foresaw some of the changes comingin child care and with the help of our national Church sent its executive back to

c-u
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school for professional trainingthe Board which today not only has the Church
in the middle of the most critical need of children in our statebut actually in
the forefront, leading the way.
You will be interested to know that last month Mr. H. B. Richardson of this Diocese
was elected President of our Board of Trustees after two years as Chairman of ourFinance Committee.
The ten boys who were returned to their own homes in the first two years opera-
tion of the Gadsden Treatment Center of the Church Home represent a total in-
vestment of $168,000. on your part. Today there are twelve who have been re-
leased but these figures are compiled from the first ten. With the addition of
Taylor Treatment Center this year we are now able to serve a total of sixteen
children at one time.
Remember that we are here dealing with the most devasting of all man's healthproblems. . . . mental illness . . . the health problem that has implicatiom for all
of us, not just the families and friends of the victims.
In our follow up work with these boys, nine white and one black, we know that all
are now doing well in their own homes . . . some dramatically so . . . better able
to bear up under the stresses they found so unbearable before. Keep in mind that,
though none are retarded and indeed several possess a superior intelligence, all
had been excluded from a succession of public and private schools. . . . They cameto us from counties like Sumter, Greenville, Spartanburg, Horry, Richland,Bee rt, York, Anderson and Charleston . . . Their medical diagnoses run, the
gani tt,. from Acute Personality Disorder to Childhood Schizophrenia.
When Henry Barton asked me earlier this week about a young man recently
admitted and with whom he was familiar my reply was that he was "giving usfits" at this time . . . but this was the reason he was with us. He couldn't get
along elsewhere and we have the strength built in to deal with difficult times . . .one of the reasons for the high cost of this service.
It would be presumptuous to say that none would ever need professional help
again . . . and indeed some have not gone home . . . Many have been on shakyground for most of their lives and even pure medical hospitals don't provide 100%
cures all of the time.
But they were reached at a most important time in their lives . . . a time whenmental illness is most reversible . . . and they responded well.
I think it is not presumptuous to predict that, without this help from the Church,
most would have spent their adult lives in our state institutions . . . take yourpick.
The following statistics represent some assumptions on my part, but I think not
unrealistic assumptions and, if anything greatly weighted on the conservativeside.
Senator Waddell has, in this morning's State, estimated the cost to the state in
one of our institutions for the life expectancy of a child as one million dollars for
every six.
For the sake of the very conservative estimate I mentioned and the convenience of
Senator Waddell's figures, suppose only six of these ten boys would have faced
life time institutionalization in South Carolina.
To this amount we must add the other side of the picture . . . the 40 year work
expectancy as a productive human being . . . . a total tax estimate for the six of
them to the state of South Carolina of $36,000. (not even considering federal taxesat this time).
One million dollars, plus $36,000 equals the amount from wbich we subtract our
investment of $168,000 and our balance sheet shows a saviits (or a profit if youwill) to our state of $868,000 . . . This in itself has other implications for finances,
but not today.
These items represent the purely "business outlook" and, thanks be to God, theChurch has also another outlook . . . t he one you have heard from me in the
past . . . the compassion that says, ("Even more important than all of this is
the salvaging on just one human personality." This truly is responding to God's
unending love for us by loving one of the least of these.
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The real test of this love comes about when it is loving those who are not always
so easy to love . . . We have no trouble loving our friends and loving those
"lovable" children we have served for so many years (and who, at one time, very
much needed our care) . . . Ladies and gentlemen, I assure you that these
children of God we are serving today are not always so easy to love . . . but even
so, they never cease to be God's children.
Every time we go through a particularly difficult period with one of these chil-
dren . . . maybe for a few hours, maybe for a few days, and maybe even for
months . . . a human being so damaged . . . so overwhelmed . . . and so
ferociously determined that no one is ever going to get close enough to him to
again hurt him . . . every time we go through this I feel I know a little bit more
what Jesus was talking about when he spoke of the "least of one of these"
. . . and it doesn't have much to do with physical stature.
In 22 years of work with children and young people I have never been involved
in anything I consider more significantand meeting a more desperate need. In
the realm of our own Christian mission these ten boys represent ten of the most
important persons in my lifeand yours!
I listened to Ernest Boatwright yesterday after that excellent report on Camp
Gravattand Ernest serves very ably also on our Finance Committeeand he
said that he hoped he could submit his report by title next year . . . I wish I
could even envision such a thing but I know I will probably be right back speaking
about the same things and trying to get all of you as caught up in this as many of
us arefor it seems that no matter how much we accomplish there still remain
"many more miles to go and many more promises to keep."
Thanks.
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CIVIL ACTION SUIT IN THE UNITED STATES DISTRICT COURT FOR THE DISTRICT
OF COLUMBIA

PETER MILLS AND OTHERS V. BOARD OP EDUCATION OP THE DISTRICT OP COLUMBIA
AND OTHERS

IN THE UNITED STATES DISTRICT COURT FOR THE DISTRICT OF COLUMBIA
(CIVIL ACTION NO.)

PETER MILLS, resident at Junior Village, a minor by his next friends, D.C. FAMILY

WELFARE RIGHTS ORGANIZATION, 1200 Delaware Avenue, S.W., Washington,
D.C., RONALD V. DELLUMS, 1749 North Portal Drive, N.W., Washington, D.C.,
and REV. FRED TAYLOR, 7305 Gordons Road, Falls Church, Virginia; DUANE
BLACKSHEARE, resident at Saint Elizabeth's Hospital, Washington, D.C., a
minor by his next friend, EASTER BLACKSHEARE, 130 V Street, N.W., Washing-
ton, D.O.; GEORGE LIDDELL, JR., 601 Morton Street, N.W. Washington, D.C.,
a minor b3r his next friend, DAISY LIDDELL, 601 Morton Street, N.W., Wash-
ington, D.C.; STEVEN GASTON, 714 9th Street, N.E. , Washington, D.C., a
minor by his next friend, INA GASTON, 714 9th Street, N.E., Washington, D.C.;
MICHAEL WILLIAMS, resident at Saint Elizabeth's Hospital, Washington, D.C.,
a minor by his next friend, MARVA WILLIAMS, 641 Condon Terrace, S.E.,

KWashington, D.C.; JANICE ING, 233 Anacostia Avenue, N.E., Washington,
D.C., a minor by her next friend, ANDREW KING, 233 Anacostia Avenue,
Washington, D.C.; JEROME JAMES, 2512 Ontario Road, N.W., Washington,
D.C., a minor by his next friend, MARY JAMES, 2512 Ontario Road, N.W.,
Washington, D.U., PLAINTIFFS

V.

BOARD OF EDUCATION OF THE DISTRICT OF COLUMBIA; HUGH J. Scow, individually
and as Superintendent of Schools for the District of Columbia; ANITA ALLEN,

individually and RS President of the Board of Education of the District of
Columbia; REV. JAMES E. COATES, MURIEL M. ALEXANDER, CHARLES I.
CA'sSELL, EDWARD L. HANCOCK, NELSON C. ROOTS, ALBERT A. ROSENFIELD,
MJ,RTHA S. SWAIM, MATTIE G. TAYLOR, BARDYL R. TIRANA, and EVIE M.
WaSHINGTON, individually and as members of the Board of Education of the
District of Columbia; JOHN L. JOHNSON, individually and as Associate Super-
intendent of Schools for the District of Columbia in charge of the Department
of Special Education; STANLEY E. JACKSON, individually and as Executive
Assistant to the Associate Superintendent of Schools for the District of
Columbia; MAMIE H. LINDO, individually and as Supervising Director of the
Department of Special Education for the District of Columbia Public Schools;
DOROTHY JOHNSON, individually and as Assistant Superintendent of Schools
for the District of Columbia in charge of the Department of Elementary Edu-
cation; VINCENT REED, individually and as Assistant Superintendent of Schools
for the District of Columbia in charge of the Department of Secondary Edu-
cation; WILBUR A. MILLARD, individually and as Assistant Superintendent of
Schools tor the District of Columbia in charge of the Department of Pupil
Personnel Services; WALTER E. WASHINGTON, individually and as Commissioner
of the District of Columbia; PHILIP J. RUTLEDGE, individually and as Director
of the Department of Human Resources of the District of Columbia; WINIFRED
THOMPSON, individually and as Director of the Social Services Administration
of the District of Columbia Department of Human Resources; EULA DELAINE,

individually and as Administrator of Junior Village; VESTA RANDALL, indi-
vidually and as School Liaison Officer of Junior Village; and DISTRICT OF
COLUMBIA, DEFENDANTS

PRELIMINARY STATEMENT

1. Plaintiffs are school age children who have been excluded entirely from the
District of Columbia Public Schools and at the present time are being denied a
publicly-supported education by the District of Columbh. Plaintiffs are pre-
dominately black and poor and without financial means to obtain private
instruction.

(323)
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2. Plaintiffs have been denied admission to the District of Columbia PublicSchools or have been excluded subsequent to admission. Plaintiffs were so excludedwithout a formal determination of the basis for their exclusion and withoutprovision for periodic review of their status. Plaintiff children merely have beenlabeled as behavioral problems, mentally retarded, emotionally 'disturbed orhyperactive. Plaintiffs can profit from an education, whether in regular classroomswith supportive services or in special classes adapted to their needs, and seek toobtain such instruction.
3. Plaintiffs, as a result of Defendants' conduct, have not received an educationf or substantial periods of time. They have been denied access to the District ofColumbia Public Schools and have not been provided with specialized instructionadapted to their needs in public or private schools.
4. Defendants deny plaintiffs a publicly-supported education while providingsuch an education for other school age children in the District of Columbia.5. Defendants' acts and practices in denying plaintiffs an equal educationalopportunity violate the Fifth Amendment of the Constitution of the UnitedStates, the applicable statutes of the District of columbia, and the applicableRules of the B: oard of Education of the District of Columbia. Plaintiffs seekdeclaratory, preliminary and permanent injunctive relief to prevent ntinuededucational deprivation in violation of their rights.

JURISDICTION

6. The jurisdiction of this Court is invoked under 28 U.S.C. §§ 1331, 1343, 2201;42 U.S.C. § 1983, this being an action for declaratory, preliminary and permanentinjunctive relief to redress the deprivation under color of law of rights, privileges,and immunities secured to plaintiffs by the Constitution and laws of the UnitedStates. The amount in controversy exceeds Ten Thousand (10,000) Dollars.

PLAINTIFFS

7. PETER MILLS is twelve years old, black, and a committed dependent wardof the District of Columbia resident at Junior Village. He was exicuded from theBrent Elementary School on March 23, 1971, at which time he was in the fourthgrade. Peter allegedly was a "behavior problem" and was recommended andapproved for exclusion by the principal. Defendants have not provided him witha full hearing or with a timely and adequate review of his status. Furthermore,
Defendants have failed to provide for his reenrollment in the District of ColumbiaPublic Schools or enrollment in private school. On information and belief, numerousother dependent children of school attendance age at Junior Village are denied apublicly-supported education. Peter remains excluded from any publicly-supported
education. jSee attached Affidavits, Appendix A]8. DUANE BLACKSHEARE is thirteen years old, black resident at SaintElizabeth's Hospital, Washington, D.C., and a dependent committed child. Hewas excluded from the Giddings Elementary School in October 1967, at whichtime he was in the third grade. Duane allegedly was a "beha.vior problem." Defend-ants have not provided him with a full hearirg or with a timely and adequatereview of his status. Despite repeated efforts by his mother, lOuane remainedlargely excluded from all _publically-supported education until February, 1971.Education experts at the Child Study Center examined Duane and found him tobe capaole of returning to regular class if supportive services were provided.Following several articles in the Washington Post and Washington Star, Duanewas placed in a regular seventh grade classroomon a two-hour a day basis withoutany catch-up assistance and without an evaluation or diagnostic interview ofany kind. Duane has remained on a waiting list for a tuition grant and is nowexcluded from all publicly-supported education. [See attached Affidavit, Appendix13].
9. GEORGE LIDDELL, JR., is eight years old, black, resident with his mother,Daisey Liddell, at 601 Morton Street, N.W., Washington, D.C., and an AFDCrecipient. George has never attended p iblic school because of the denial of hisapplication to the Maury Elementary School on the ground that he required aspecial class. George allegedly was retarded. Defendants have not provided himwith a full hearing or with a timely and adequate review of his status. Georgeremains excluded from all publicly-supported education, despite a medical opinionthat he is capable of profiting from schooling, and despite his mother's efforts tosecure a tuition grant from Defendants. [See Affidavit, Appendin C)10. STEVEN GASTON is eight years old, black, resident with his mother, InaGaston, at 714 9th Street, N.E., 'Washington, D.C., and unable to afford privateinstruction. He has been excluded from the Taylor Elementary School since
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September, 1969, at which time he was in the first grade. Steven allegedly was
slightly brain-damaged and hyperactive, and was excluded because he wandered
around the classroom. Defendants have not provided him with a full hearing or
with a timely and adequate review of his status. Steven was accepted in the
Contemporary School, a private school, provided that tuition was paid in full in
advance. Despite the efforts of his parents, Steven has remained on a waiting list
for the requisite tuition grant from Defendant school system and excluded from
all publicly-supported education. [See attached Affidavit, Appendix D]
11. MICHAEL WILLIAMS is sixteen years old, black, resident at Saint Eliza-
beth's Hospital, Washington, D.C., and unable to afford private instruction.
Michael is epileptic and allegedly slightly retarded. He has been excluded from

the Sharpe Health School since October, 1969, at which time he was temporarily
hospitalized. Thereafter Michael was excluded from school because of health
problems and school absences. Defendants have not provided him with a full
hearing or with a timely and adequate review of his status. Despite his mother's
efforts, and his attending physician's medical opinion that he could attend school,
Michael has remained on a waiting list for a tuition grant and excluded from all
publicly-supported education. [See attached Affidavit, Appendix E]
12. JANICE KING is thirteen yews old, black, resident with her father, Andrew
King, at 233 Anacostia Avenue, N.B., Washington, D.C., and unable to afford
private instruction. She has been denied access to public schools since reaching
compulsory school attendance age, as a result of the rejection of her application,
based on the lack of an appropriate educational program. Janice is brain-damaged
and retarded, with right hemiplegia, resulting from a childhood illness. Defend-
ants have not provided her with a full hearing or with a timely and adequate
review of her status. Despite repeated efforts by her parents, Janice has
been excluded from all publicly-supported education. [See attached Affidavit,
Appendix Fj.
13. JEROME JAMES is twelve years old, black, resident with his mother,
Mary James, at 2512 Ontario Avenue, N.W., Washington, D.C., and an AFDC
recipient. Jerome is a retarded child and has been totally excluded from public
school. Defendants have not given him a full hearing or a timely and adequate
review of his status. Despite his mother's efforts to secure either public school
placement or a tuition grant, Jerome has remained on a waiting list for a tuition
grant and excluded from all publicly supported education. [See attached Affidavit,

Appendix G].
14. The D.C. Family Welfare Rights Organization is a membership organization
which acts to jorotect the interests of the poor, including committed dependent
children. The D.C. Family Welfare Rights Organization represents three thousand
families, many of whose children have been excluded from all publicly-supported
education.
15. EASTER BLACKSHEARE, DAISY LIDDELL, INA GASTON, MARVA
WILLIAMS, ANDREW KING, and MARY JAMES sue on behalf of their
above-named children as next friend. The D.C. FAMILY WELFARE RIGHTS
ORGANIZATION, RONALD V. DELLUMS, and REV. FRED TAYLOR
sue as next friends to Peter Mills, a dependent committed ward of the District
of Columbia.

THE CLASS

16. Plaintiffs sue on their own behalf and, pursuant to Rule 23, F.R. Civ.P.,
on behalf of all other District of Columbia residents of school age who are eligible
for a free public education and who have been excluded from such an education
by Defendants or otherwise deprived by Defendants of access to publicly-
supported education. The class is predominantly black and poor, and is so
numerous that joinder of all members is impracticable. The questions of law and
fact are common to the class. Plaintiffs will fairly and adequately protect the in-
terests of the class and apprise the Court of claims typical to the class. In addition,
prosecution of separate actions by individual members of the class would create
a risk of inconsistent or varying adjudications with respect to individual members
of the class which would establish incompatible standards of conduct for the local
officials opposing the class and a risk of adjudications, with respect to individual
members of the class, which would SS a practical matter be dispositive of the
interests of other members not parties to the adjudications and would sub-
stantially impair and impede their ability to protect their interests.
17. Defendants have acted and have failed to act on grounds generally applicable
to the class, thereby making preliminary and final injunctive relief appropriate
to the class as a whole; to wit, Defendants have wrongfully withheld the right to
an equal educational opportunty.

:
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Defendants

18. The BOARD OF EDUCATION OF THE DISTRICT OF' COLUMBIA
exists pursuant to the laws of the United States governing the District of Columbia
and is vested with the legal responsibility for the general control of the public
schools. As such, the Board ha:4 the authority to determine all questions of general
policy relating to the schools and to direct expenditures. Defendant ANITA
ALLEN is President of said Board of Education. Defendants REV. JAMES E.
COATES, MURIEL M. ALEXANDER, CHARLES I. CASSELL, EDWARD L.
HANCOCK, NELSON C. ROOTS, ALBERT A. ROSENFIELD, MARTHA S.
SW AIM, MATTIE G. TAYLOR, BARDYL R. TIRANA, and EVIE M.
WASHINGTON are all duly elected members of the Board of Education of theMtrict of Columbia.
19. HUGH J. SCOTT is the Superintendent of the District of Columbia Public
Schools. As such, he is r.barged with administrative responsibility for the operation
of the District of Columbia school system and for the direction of all matters
pertaining to the instruction in the public schools, pursuant to D.C. Code §31-105.
20. JOHN L. JOHNSON is the Associate Superintendent in charge of Special
Education for the District of Columbia Public Schools. As such, he is responsible
for the design, initiation and implementation of all special programs, services and
classes in the Dihtrict of Columbia Public Schools for physically, mentally or
emotionally handicapped District children.
21. STANLEY E. JACKSON is Executive Assistant to the Associate Superintend
ent in charge of Special Education for the District of Columbia Public Schools.
As such, he is responsible for the administration of special education programs in
the District of Columbia Public Schools.
22. MAMIE H. LINDO is the Supervising Director of the Division of Special
Education for the District of Columbia Public Schools. As such, she is responsible
for the administration of the tuition grant program and for the selection and
placement of children in the tuition grant program.
23. DOROTHY JOHNSON is the Assistant Superintendent in charge of the
Department of Elementary Education of the District of Columbia Public Schools.
As such, she is charged with the administrative responsibility for the operation of
the District of Columbia elementary schools and for the direction and control of
pupil admissions to and dismissals from the elementary schools.
24. VINCENT REED is the Assistant. Superintendent in charge of the Department
of Secondary Education of the District of Columbia Public Schools. As such, he is
-charged with the administrative responsibility for the operation of the junior and
senior high schools and for the direction and control of pupil admissions to and
dismissals from the junior and senior high schools.
25. WILBUR A. MILLARD is the Assistant. Superintendent in charge of the
Department of Pupil Personnel Services of the District of Columbia Public Schools.
As such, he is charged with the administration of testing programs, pupil appraisals,
and school attendance investigation.
26. WALTER E. WASHINGTON is the Commissioner of the District of Colum-
bia. As such_, he has overall executive responsibility for the operation of the
District of Columbia Government, including particularly those functions with
respect to requests for appropriations delegated to him by Reorganization Plan
No. 3 of 1967, 32 F.R. 11669.
27. PHILIP J. RUTLEDGE is Director of the Department of Human Resources
of the District of Columbia. As such, he has responsibility for the care and super-
vision of all children committed to the care of the Social Services Administration
of the District of Columbia Department of Human Resources.
28. WINIFRED THOMPSON is the Director of the Social Services Administra-
tion of the District of Columbia Department of Human Resources. As such, she
is charged with the responsibility for the care, custody, and guardianship of
dependent and neglected children who cannot be properly cared for in their own
homes and for the operation of the Social Services Administration in accordance
with applicable laws and regulations.
29. EULA DELAINE is the Administrator of Junior Village, an institution
wholly maintained and operated by the Social Services Administration and
supported by appropriations of Congress for the purpose of the care and treat.ment
of dependent and neglected children. As such, she is charged with the responsibility
for the management and direction of Junior Village and for the hmaediate eustody
and control of the children residing therein.
30. VESTA RANDALL is the School Liaison Officer for Junior Village. As such,
she is charged with the responsibility for the school placement and attendance of
Junior Village ehildren in the Public Schools of the District of Columbia.
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31. THE DISTRICT OF COLUMBIA is a municipal corporation and may

exercise, pursuant to 1 D.C. Code 102, such powers of a municipal corporaton.

Through its agencies and instrumentalities, the District of Columbia has the legal

responsibility for the custody and supervision of neglected and dependent children,

and for providing for the publicly-supported education of school age children of the

District of Columbia.

SUMMARY OF FACTUAL ALLEGATIONS APPLICABLE TO THE CLASS

32. At all times material to this cause, plaintiffs have been ready, willing, and

able to profit from an education but have been deprived of all opportunity for a

publicly-supported education for a substantial period of time.

33. Plahltiffs cannot afford a private education. Therefore, Defendants' denial of

access to a publicly-supported education deprives plaintiffs of any and all

educational opportunity.
34. Upon information and belief, plaintiffs are denied an equal educational

opportunity in that other children similarly situated to plaintiffs in all material

respects are given a publicly-supported education in a regular public school

classroom or otherwise. In particular, Defendants provide tuition grants, special

education programs, or specially trained teachers for a substantial number of other

children who have been designated as in need of the same kind of special education

services as these plaintiffs.
35. The procedures by which plaintiffs are excluded or suspended from public

school are arbitrary and do not conform to the due process requirements of the

Fifth ilfw:ndment. Plaintiffs are excluded and suspended without: (a) notification

as to a hearing, the nature of offense or status, any alternative or interim publicly-

supported educational services, or the bases for exclusion or other denial of

publicly-supported education; (b) opportunity for representation, a hearing by an

impartial arbiter, the presentation of witnesses and evidence; and the confronta-

tion of adverse witnesses; and (c) opportunity for periodic review of the necessity

for continued exclusion or suspension.
36. On July 21, 1971, in hearings before the Honorable Judge J. Skelly Wright

on a motion to intervene in Hobson v. Hansen, 26 F. Stipp. 4131 (1967), in behalf

of excluded children, the Corporation Counsel conceded in oral argument that

the Board of Education has a legal and moral duty to educate these children.

37. On July 28, 1971, attorneys for the plaintiffs forwarded letters to Defendant

Scott and Defendant members of the Board of Education requesting them to take

immediate action to admit these and all other excluded children for the 1971 Fall

term and to seek whatever emergency appropriations necessary for this purpose.

38. On August 5, 1971, attorneys for the plaintiffs conferred with Defendants

Scott and John L. Johnson and their attorney for the purpose of securing the

actual admission of those excluded children denied a publicly-supported education.

At this meeting, Defendants offered their as.surances that the then named peti-

tioners would each be placed in a suitable educational program in the Fall term,

and that a full list of the remaining children excluded from a publicly-supported

education would be compiled. Plaintiffs were subsequently given assurances

through Defendants' attorney that eight out of the ten named petitioners would

be placed in programs of publicly-supported education, including plaintiffs

Liddell Williams, King and James.
39. On August 10, 1971, the Defendant Superintendent Scott, in a written mem-

orandum to the Defendant Board of Education, stated that the school system was

making "a commitment to expand its limited special education services and to

immediately resolve the special problems of these ten students" named in the

original suit.
40. In late Augusc, the parents of plaintiffs Blaeksheare, Williams, Gaston and

James received let +-yrs from Defendant Board of Education informing them that

the children haj been recommended for a special education tuition grant, but

remained on the waiting list for such tuition grants.
41. On September 10, 1971, the school attendance year for the District of Columbia

Public Schools began. Plaintiff children have received no notification of any school

placement for the 1971 Fall term and remain entirely excluded from

supported educatitm.

FIRST CLAIM FOR RELIEF: DENIAL OF ACCESS TO PUBLICLY-SUPPORTED EDUCATION

42. By denying plaintiffs access to a publicly-supported education, while providing

such an education to other District of Columbia children, Defendants violate

plaintiff children's rights guaranteed t- them by the United States Constitution,
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Amendment V, D.C. Code §§31-203 and 31-1101, and District of Columbia
Board of Education Rules §§1.1, 14.1, and 14.3, Chapter XIII.
43. District of Columbia Board of Education Rule ) 18.1, Chapter XIII, which
sets forth grounds for exclusion from school, is violative of the right to an equaleducational opportunity and, as presently applied, is without statutory authority,
insofar as it enables Defendants to exclude plaintin entirely from publicly-supported education.
44. The arbitrary application of D.C. Code §31-203, so that children similarlysituated to plaintiffs in all material respects are provided special instruction orother publicly-supported education while plaintiffs are denied any publicly-
supported education, also denies plaintiffs' right to an equal educational op-portunity.

SECOND CLAIM FOR RELIEF: FAIR PROCEDURES

45. In addition, the procedures by which plaintiffs and other children am
excluded, suspended, expelled, reassigned or transferred from regular public school
classes violate their rights to due process of law, in that there is neither a prior
hearing nor a periodic review of their status.
46. Specifically, plaintiffs and other children in the class they represent aredenied their constitutional rights to be informed in writing of the reasons for
their exclusion, suspension, expulsion, or transfer; to receive a prior hearing,
such hearing to be conducted by an impartial arbiter of fact and law or applicable
rule to confront witnesses, to have access to school records, to present evidence
and' witnesses in their behalf, to be represented by counsel or other advocate
of their choice; and, to a review by an appropriate body, such as the Board of
Education.
47. Board Rule § 18.1, Chapter XIII, which sets forth grounds for exclusion from
sehool, on its face and as applied, is void for vagueness, and is the subject of such
indefinite, arbitrary and capricious abuse, that it violates plaintiffs' constitutionalright to due process of law.
48. Plaintiffs are also denied their right to have alternative education madeavailable to them pending and following the outcome of any such proceeding
concerning suspension, exclusion, expulsion or transfer from regular classes, or
pending any assessment of their need for special education.

THIRD CLAIM FOR RELIEF: FAILURE TO PROVIDE WARDS OF THE
DISTRICT OF COLUMBIA WITH 'REGULAR INSTRUCTION

49. By failing to enroll and to provide plaintiffs who are wards of the District
of Columbia with programs of publicly-supported education, Defendants further
violate these plaintiff children's rights guaranteed to them by the United States
Constitution, Amendment V, and D.C. Code § 31-201. Defendants of the Social
Services Administration of the District of Columbia Department of Human
Resources, as guardians to plaintiffs Mills and Blacksheare, dependent wards of
the District of Columbia, have failed to discharge their duty to cause ;such
children to be regularly instructed in public or private schools.
50. Specifically, Defendants Thompson, DeLaine, Randall, and Rutledge, and
their agents, have failed to enroll plaintiff Mills. a dependent committed ward,
and other dependent children resident et Junior Village, in or provide them with
programs of publicly-supported education for substantial periods of time.
51. Furthermore, Defendants Thompson and Rutledge have failed to enroll
plaintiff Blacksheare, a dependent committed ward, in or provide him with a
program of publicly-supported education for a substantial period of time.

IRREPARABLE HARM

52. Defendants' actions excluding plaintiffs from all publicly-supported educa-
tion, including the educational services to which they are entitled by the con-
stitutional guarantee of equal educational opportunity, cause plaintiffs to suffer
continuing and irreparable harm to their future as students, wage-earners, citizensand members of society.
53. The stigma which attaches to plaintiff children by reason of Defendants'
actions constitutes irreparable harm.
54. Defendants' actions create a "self-fulfilling prophecy," Hobson v. Hansert,269 F. Supp. 401, 491 (D.C. 1967), propelling these plaintiff children toward
academic, social and economic f aih.re.
55. Unless Defendants immediately provide publicly-supported education toplaintiffs, these children will suffer a further cumulative deprivation of theirdeclared constitutional and statutory rights to a publicly-supported education.
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WHEREFORE, plaintiffs respectfully pray that this Court:
1. Declare that Defendants' Rules, policies and practices which exclude children
from a regular public school assignment without providing (a) adequate and
immediate alternative educational services, including, but not limited to, special
education or tuition grants, and (b) a constitutionally adequate prior hearing and
periodic review of their status, progress and the adequacy of any educational
alternative, deny plaintiff children due process of law and equal protection under
the law in accordance with the Fifth Amendment of the United States
Constitution.
2. Enjoin Defendants from continuing their policies and practices which exclude
children from a regular public school assignment without providing (a) adequate
and immediate alternative educational services, including, but not limited to,
special education or tuition grants, and (b) a constitutionally adequate prior
hearing and periodic review of their status, progress and the adequacy of any
educational alternative.
3. Enjoin Defendants from failing to:

a. Provide plaintiffs, and all members of the class they represent, with a
publicly-supported education within thirty days of the entry of its Order-

'b. Submit, within fourteen days of the entry of its Order, a report to this
Court and counsel for plaintiffs which shall list each child presently suspended,
expelled, or otherwise excluded 'from a publicly-supported education, the reason
for, and the date and length of, each such suspension, expulsion, or exclusion and
the proposed time and type of educational placement of each such child;

c. Notify, within forty-eight hours of the submission of said report, the parents
or guardian of each such child, and inform each as to the child's right to a publicly-
supported education and as to that child's proposed educational placement;

d. Cause to be publicly announced, within twenty days of the entry of its
Order, to all parents in the District of Columbia that all children, regardless of
handicap or other disability, have a right to an education; and to inform such
parents of the procedures required to enroll their children in an appropriate
program; and to submit a plan to the Cburt and counsel for plaintiffs for future
periodic announcements.

e. Hold constitutionally adequate hearings before a master or other appro-
priate person, to be appointed by the Court, for any member of plaintiff class who
feels aggrieved by his subsequent educational placement. Such niaster or other
person shall:

(1) Set forth the bases for the proposed assignment or reassignment and
provision of interim or special educational services;

(2) Provide an opportunity to each child (a) to receive a medical and
psychological examination; and (b) to be represented by an advocate of his
own choice and to present evidence presented by school officials -or their
witnesses;

(3) Determine any appropriate assignment or reassignnient; and
(4) Review periodically, at intervals to be set by this Court, any action

resulting from his determination, by this same procedure.
f. Provide plaintiffs compensatory services to overcome the effects of any past

wrongful exclusion
g. Expunge or correct the school records of plaintiffs with respect to the reasons

for any past wrongful suspensions or exclusions and to *reflect the lack of proce-
dures surrounding such suspensions or exclusions.

h. Submit to the Court, within thirty days from the time of the entry of its
order, a plan for adequate hearingprocedures to precede any (1) refusal to admit a
child to a regular public school assignment; or (2) any reassignment or transfer of a
child from a regular public school assignment; and (3) for adequate review of such
decisions, including the alternative education provided.

i. Submit to the Court, within thirty days from the entry of its Order, a plan for
adequate hearing procedures to precede any suspension of a pupil from school, such
plan to include provisions for (1) defining the specific authority granted to school
personnel to suspend and the limitations imposed on that authority, (2) the re-
requirement of alternative education for any period of suspension in excess of two
consecutive full school days, (3) -the specific grounds upon which a child may be
suspended, (4) written ane specific notice to parents or guardian of the basis for
any proposed suspension, (5) the opportunity for a hearing on any suspension,
with representation by counsel, confrontation of witnesses, rebuttal of evidence,
presentation of evidence in behalf of the child, and access to the school records of
the child, and (6) written notice to parents or guardian of the right of the child to a
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review of any suspension before an impartial tribunal, such as a committee of the
Board of Education.
4. Grant such other and further relief as shall be deemed necessary and appropri-
ate, including but not limited to attorneys' fees.

Respectfully submitted.
JULIAN TEPPER.,

NLADA National Law Office,
Washington, D.C.

STANLEY HERR,
NLADA National Law Office,

Washington, D.C.
PATRICIA WALD,

Center for Law and Social Policy,
Washington, D.C.

PAUL DIMOND,
Center for Law and Education,

Harvard University,
Cambridge, Massachusetts.

APPENDIX A-1

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, SS:
I, SCOTT S. SURREY, being first duly sworn, depose and say:

1. I reside at 120 Rumsey Court, S.E., Washington, D.C.
2. From October, 1969, through May, 1971, I was employed by the Social

Services Administration, Department of Human Resources, as a Social Services
Representative. I served at Junior Village, where I had casework responsibility
for dependent, committed children.

3. Peter David Mills, age 12, black, and a committed ward of the Social Services
Administration, was one of the children for whom I had casework responsibility.
All parental rights over Peter were severed when he was one year old, and he has
been at Junior Village since July of 1970.

4. Peter has been without a i.mb lic school program of any kind since his exolusion
from the Brent Elementary School, a public school of the District of Columbia,
on March 23, 1971.

5. In September of 1970, Peter was enrolled in the Brent Elementary School,
from which he was excluded in March of 1971. I received a copy of a letter from
the principal of Brent School, Mr. Herbert Boyd, dated March 23, 1971, advising
Mrs. Vesta Randall, school liaison officer at Junior Village, that effective that
same day, Peter Valk excluded from further attendacne at the Brent Elementary
School because of his disciplinary problems, disrespect, and the school's knowledge
of his past misbehavior. To my knowledge, no pre-suspension conference or any
other hearing was held by school representatives with Junior Village caseworkers.
No alternative educational arrangements were suggested by the Brent School.
No time limit was placed on the length of his exclusion, and no diagnostic evalua-
tions or tests were to be scheduled.

6. At the end of March, 1971, I asked the school liaison officer at Junior Village,
Mrs. Vesta Randall, to look for another public school for Peter. She promised to
look into it. But to the best of my knowledge, no school placement for Peter has
been made.

SCOTT S. SURREY.
subscribed and sworn to before me this 22nd day of September, 1971, in the

District of Columbia.
J. AUSTIN,
Notary Publit

My Commission Expires June 30, 1974.
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APPENDI x A-3

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, SS:
I, RONALD V. DELLUMS, being first duly :-wol a, depose and say:
1. I reside at 1749 North Portal Drive,
Washington, D.C.
2. I am a member of the House of Representatives and of its Committee on the
District of Columbia. I am presently serving on its subcommittees for Youth
Affairs, Public Health and Public Welfare. I hold a Masters Degree in Social
Work from the University of Califof nia at Berkeley. Prior to assuming office I
have engaged in social work activities on behalf of disadvantaged youth, and I
have been concerned with the welfare of dependent children residing in Junior
3. On knowledge and belief, Peter Mills h., a connnitted, dependent ward of the
District of Columbia resident at Junior Village; he is without any educational
opportunity; and he is without a parental guardian.
4. I join in this complaint as next friend to Peter Mills.

R ONALD V. DELLtylts.
Subscribed and sworn to before me this 23 day of September, 1971, in the

District of Columbia.
AILEEN M. FOLEY,

Notary Public.
My commission expil es

APPENDIX A-4

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, SS:
I, FRED TAYLOR, being first duly sworn, depose and say:
1. I reside at 7305 Gordons Road, Falls Church, Virginia.
2. I am a clergyman in the District of Columbia and am Executive Director of
FLOC (For the Love of Children, Inc.), 2025 Massachusetts Avenue, N.W.,
Washington, D.C., an organization whose :ncorporated purpose is to alleviate
the plight of homeless and dependent children in the District of Columbia, as
typified by Junior Village. For the past six years, I have been actively engaged in
promoting the welfare of children at Junior Village.
3. On knowledge and belief, Peter Mills is a committed, dependent ward of the
District of Columbia, resident at Junior Village; he is without any educational
opportunity; and he is also without a parental guardian.
4. I join in this complaint as next friend to Peter David Mills.

Rev. FRED TAYLOR.

Subscribed and sworn to before me this 21 day of September, 1971, in the
District of Columbia.

Notary Public.
My commission expires March 31,

APPENDIX B

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, ss:
I, EASTER BLACKSHEARE, being first duly sworn, depose and say:

1. I reside at 130 V Street, N.W., Washington, D.C. My thirteen year old son,
Duane Blacksheare, resides at Saint Elizabeth's Hospital; he is a dependent ward
of the District of Columbia.

771 :191)- -72
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2. My son Duane was excluded from public school in the District of Columbiain October of 1967. At that time, he was attending the third grade at GiddingsElementary School. In March, 1971, Duane was placed in the seventh grade atRoper Junior Iflgh School.
3. Duane had completed the junior primary, first, and second grades at VanNess Elementary School prior to his exclusion. He entered the third grade inSeptember of 1967. In October of that year, he was transferred to a small "socialadjustment" class at Giddings Elementary School, a D.C. public school. I was notcontacted prior to this transfer, nor was I given any reason for it. Duane wassimply taken to this new school by a student member of the safety patrol in themiddle of a regular school day.
4. Duane remained in the class at Giddings for about five days. One day, hecame home and told me that he did not have to go to school anymore.5. It is my understanding that the social adjustment class's special teacher wasnot in school the week Duane was at Giddings, and a regular substitute took herplace. It was this substitute teacher, a Mrs. Jackson, who told Duane to get outand not to come back anymore. I called the school and was told by one of the officepersonnel that Duane had been dismissed from school.6. At the time of Duane's dismissal from Giddings, I received no notice of anyplan to suspend him, nor was I called to the school for a conference on the sus-pension or educational alternatives for my son. I received no written notice of hissuspension nor of the reasons for it; no formal hearing was held; and I was notadvised of the right to have such a hearing and present spokesmen in Duane'sbehalf. I was given no indication as to when or how Duane might return to school.Duane's father died on October 17, 1967, but this fact, and its obvious effect onDuane's behavior, was not taken into account by those who were responsible forthe decision regarding Duane's exclusion.

7. From October of 1967 through January of 1968, Duane remained at home,without instruction of any kind. No visiting instructor or tutor was assigned tohim for that period.
8. In January, 1968, on the suggestion of the Area C Community Mental HealthClinic which Duane had been attended, Duane entered D.C. General Hospital inorder to attend a school program there, taught by teachers from the Sharpe HealthSchool. Duane remained in this Area C provam until March 10, 1968. At thattime, I moved from 1015 12th Street, &E., in Area C, to my present address inNorthwest Washington, which is in Area B. Duane became ineligible for the AreaC sehool program, and there was no comparable program for Area B residents.Doctors who saw Duane while he was at Area C, including a Dr. Weis, diagnosedhim as being emotionally disturbed:
9. Upon Duane's leaving Area C in March of 1968 I contacted the SpecialEducation Department of the School Board to find out about an educationalalternative for Duane. The School Board sent a visiting home instructor once ortwice a week, each time for about forty-five minutes, beginning approximatelyat the end of April of that year. The instructor continued to come to our home forfor individual lessons from September through June of the 1968-1969 school year.Over the course of that year, the number of instruction sessions decreased to aboutone a week. Often the visiting instructor merely came to the house and talked tome, without offering Duane any academic lessons.
10. In September of 1969, Duane was referred to Saint Elizabeth's Hospitalby a psychiatrist at Children's Hospital, where I had taken Duane to the clinic.He was discharged from St. Elizabeth's after only four days, as his doctor, aDr. Shingle, felt that Duane did not need the kind of treatment offered at thehospital.
II. In November of 1969, Duane entered the DIAL program, a special classat the Perry School, a D.C. public school. Duane was expelled from this classapproximately one week later for fighting and causing a disturbance. I receiveda letter from the Speical Education office, stating that Duane was not ready forthe DIAL program. I therefore contacted the Sharpe Health School and thenDr. Stanley Jackson to request another visiting home instructor to compensatefor this lack of formal education, but Dr. Jackson denied my request.12. Duane had previously been placed on the waiting list for Overbrook School,a private residential facility in Virginia. However, I learned that the SchoolBoard would not pay for all of the tuition for Overbrook, but could only payapproximately one-third.
13. During the summer of 1970, William Raspberry of The Washington Post,after writing a feature article about Duane and the plight of other children needingspecial education in the District, contacted Mrs. Lindo at the Department ofSpecial Education. She had been in charge of Duane's file for some time. However,
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even though Mr. Whitt at the Overbrook School had told me Duane could be
accepted if the tuition were paid, Mrs. Undo did not succeed in arranging a
tuition grant for Duane.

14. In May, 1970, I filed a Beyond Control complaint on Duane in the D.C.
Juvenile Court, so that he would be enrolled in a suitable school program. On
November 16, 1970, Duane was made a ward of the gocial Services Administration,
with the Court ordering that Duane be provided an education at Overbrook.
Unknown to the Court, the residential section of Overbrook was closed at about
that time. Nonetheless, Duane was committed to SSA as a dependent child and
was sent to Jurior Village to await transfer to Overbrook. At Junior Village,
Duane ran awas- and came home twice within four days of his arrival there,
because of sexual assaults by other boys at JuniorVillage. ()n November 20, 1970,
Duane was sent to Cedar Knoll because of his abscondances from Junior Village.
We had returned to Court and judge Goodrich had ordered him transferred to
Maple Glen, hut when I went to visit, I found that he was at Cedar Knoll instead.
Duane remained at Cedar Knoll for about one week. He was then transferred to
Oak Hill, for fear he might run away, even though, to my knowledge, he had made
no attempts to run away from Cedar Knoll. The windows at Oak Hill have prison-
like bars, and the campus is surrounded b3r barbed-wire fences. Duane was kept
in isolation for sixteen hours a day b.:. Oak Hill. After Christmas, he was returned
to Cedar Knoll, where he finally was placed in a school program at that institution.

I& In February of 1971, I returned. to Juvenile Court and requested that Duane
be allowed to return home. This request was granted, and Duane has been at
home since late February.

16. A few days after Duane's return home, I visited the Special Education
office of the D.C. School Board to try to make some appropriate arrangements
for Duane's continuing education. An article detailing Duane's lack of schooling
had appealed in the Washington Star a few days earlier. Without cenducting an
evaluation or diagnostic interview of any kind, Mr. Queen, of the Special Educa-
tion Department, placed Duane in a seventh grade class at Roper Junior High.
These arrangements were made the same day -as my visit to Mr. Queen's office.
Rbper is approximately one hour's distrance by bus from our home.

17. Duane completed the school year at Roper Junior High School. He received
no marks and was not enrolled in any specific grade for the following year.

18. On July 13, 1971, Duane entered D.C. General Hospital on a voluntary
basis for medical care and counseling. He "reheated to me that he wanted to go
to St. Elizabeth's Hospital so that he could I d tarn to school as soon as possible.

19. On Septetnber 10, 1971, Duane was transferred to St. Elizabeth's Hospital.
Here he is just sitting around doing nothing. He has no schooling of any kind.
During the summer, Duane returned home for weekend visits, and his behavior
was excellent. He has told me many times that all he wants to do is go back to
school. Duane says, "My nine year old sister knows more than I do."

20. Duane needs a classroom where he can learn. He needs it now.
EASTER BLACKSHERE.

Subscribed and sworn to before me this 21st day of September, 1971, in the
District of Columbia. Notary Public.

My Commission Expires July 14, 1976.

APPENDIX C

AFFIDAVIT
UNITED STATES OF AMERICA
District of Columbia, ss:
I, DAISY LIDDELL, being first duly sworn, depose and say:

1. I reside at 601 Morton Street, N.W., Washington, D.C., with my son,
George Liddell, Jr. George is eight years old and receives AFDC benefits.

2. My son has never attended public school. In July of 1970, his applicaVon
for admission to the Maury Elementary School was rejected. No substitute edu-
eationsi arrangements were made for George, and he has never even had any
visiting home instruction.

3. At Maury Elementary School, I was told by the counselor who assisted me
with the application that there was no special classroom for a "slow" child like
(.ieerge. Consequently, his application was sent to Mrs. Lindo, at the Special
Education Department of the Board of Education in July, 1970. At about the
same Lime, George was tested by Dr. Rose at Center #1, 1106 Bladensburg Road,
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N.E., who told me that George was able to learn and could attend a special elass.IIowever, he was not accepted for school. Mrs. Lindo told me that George wason a waiting list for a small special elassroom in the public schools, but this hasnever come through.
4. No tuition gra it was given to me by the Board of Education so Georgecould attend a private school. No tutor has come to visit George at home. liehas never received any books.
1. In September, 1970, I enrolled George in the Recreation Departmentprogram at Roper Junior High, so he would have something to do. There is noformal education in this program, no books, and no homework; George spendsmost of the time painting and playing games, rather than receiving the specialeducation and training he ..eeds.
6. In April of 1971, T once again attempted to arrange public schooling forGeorge and applied to I. ovejoy Elementary School for his admission next Sep-tember. The counselor who assisted me, Mrs. Marilyn Kareach, told me the schoolhad no special education classes for retarded children, and that George could notbe accepted.
7. I have continued to call Mrs. Lindo at the Special Education Department,.and the Superintendant's office, but each time, they simply tell tne that Georgeis still on the waiting list, and that there are several hundred children like himwho are also waiting for a place in a school classroom. Many times Mrs. Lindohas not even returned my telephone calls.
8. George is now eight years old, and he is still waiting for a school. I do nothave the money to send George to a private school. If other children can go toschool, why cannot a child like George, who is retarded, but able and willing to.learn? How will George take care of himself when he grows up if he is not givena chance to attend school and learn?

Mrs. DAISY LIDDELL,.
Subscribed and sworn to before me this 28 day of May 1971.

BETTY M. SMITH,
Notary Public.My commission expires Sept. 30, 1973.

APPENDIX D

AFFIDAVIT
UNITED STATES OF AMERICA
District of Columbia, as:
I, INA GASTON, being first dulv sworn depose and say:1. I reside at 714 9th Street, ICE., Washington, D.C., with my eight year oldson, Steven Gaston.

2. Steven has not attended public school in the District of Columbia sinceSeptember, 1969, due to his exclushm from his first grade class and, prevh)usly,from kndergarten. He is not receiving any publicly supported education at thistime.
3. In September, 1969, Steven %YRS enrolled in the first grade at Taylor Ele-mentary School. After three days, his teacher called and asked me to take Stevenhome. he said that she could not cope with him because he refused to stay inhis seat, but instead, wandered about the classroom. No conference was hela todiscuss this matter. I received no formal notification of my son's dismissal fromschool. I had no opportunity to appeal the action. No alternative educationalarrangements were made or even discussed. No assistance was offered or sug-gestions made as to how best to deal with Steven or determine if his inabilityto sit still was the result of a physical or emotional problem. No tutor or visitinghome instruction of any kind was made available to my son.4. During the summer of 1970, I met five or six times with Miss Lougee,raliaison between the public schools and the Area C Community Mental HealthCenter, to discuss Steven's problems. She arranged for Steven to take a batteryof tests at Area C in October, but was of no further help to me. After Steven wastested, Dr. Standish told me that Steven is slightly brain-damaged and hyper-active. Steven attended the Area C school program for approximately one monthin October, 1970, but still had trouble sitting still, so Dr. Standish suggestedthat Steven enter the Contemporary School, a school for exceptional childrenhwated in Virginia.
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5. After interviewing Steven October of 1970, the Contemporary School

agreed to accept him at any time during the 1970-1971 school year, provided
that the tuition was paid in full.

6. In October of 1970, I contacted Miss Lindo at the Special Education De-

partment of the School Board, and submitted to h. r thy written application for

a tuition grant for Steven. When I called her one month later, I learned that my

son would be placed on a waiting list for the financial aid that could have enabled

hint to attend the Contemporary School. Miss Lindo said she would let me know

when the money was available. She still has not. done so.
7. My husband and I cannot afford the full cost of tuit ion at the Cmttemporary

School, and the D.C. public school system refuses to assign Steven to a classrootn.

Therefore, he has remained at home, receiving no education, since his exclusion

in September of 1969. Steven spends his time playing aimlessly. lie has no friends,
since other children his age are in school all day.

8. Steven is capable of learning. It seems to me that the Board of Education
should, therefore, provide either the classroom or the funds necessary for him

to do so. Steven is losing out on whatever chance he has to become a useful, happy

person. lie is alone, separated from other children his age, and denied an experience

vach child should havethe opportunity to develop his full potential. Steven
deserves that chance. Mrs. INA GASTON.

Subscribed and sworn to before me this 7th day of June, 197i.

iv'otary Public.

My commission expires July 14, 1971.
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APPENDIX E

AFFIDAVIT
UNITED STATES OF AMERICA
Dkrict of Columbia, os:
I, MARVA WILLIAMS, being first duly sworn, depose and say:

1. I reside at 641 Condon Terrace, S.E., Washington, D.C., in a public housing

project of the National Capitol Housing Authority.
2. My son, Michael Anthony Williams, age 16, has not attended public school

in the District of Columbia since October, 1969, as a result of his exclusion front

the Sharpe Health School. Michael is an epileptic and Is also slightly retarded.

lie is not enrolled in any school program at this time.
3. Michael attended Hart Junior Iligh School during 1968-69, repeating the

seventh grade. With school opening in September, 1969, he was suddenly trans-

ferred to Sharpe Health School. 'This transfer wa= made without my prior
knowledge or consent. I was given no explanation of this transfer.

4. In September of 1969, after being at Sharpe for about one month, Michael

bad a seizure and fell down, breaking some teeth. The school took him to the
hospital. He was brought first to Children's Hospital, then to George Washington
University Hospital, and finally was admitted to St.. Elizabeth's Hospital for a

period of observation. Mr. Parker, the principal of the Sharpe Health School,

told me that Michael could return to class whenever the doctor said he was ready.

Michael was released from St. Elizabeth's at the end of December, 1969.
I subsequently contacted Mr. Parker to tell him that. the doctor felt Michael could

return to school. At this point, Mr. Parker told me that Michael should not return

to school because he had missed too much but instead, should remain at home until

the following September.
5. No conference was held concerning Michael's exclusion from school. I

received no formal notice of Michael's exclusion nor of the reason for it. I was not

advised of any right to appeal this decision or to present ony witnesses in my son's

behalf.
6. I asked 1.1r. Parker, the school principal, to arrange for Michael to have a

tutor visit him at home. None was granted.
7. No alternative educational arrangements were made for Michael at the time

of his exclusion. Mr. Parker told me that he would try to have Michael accepted

at the National Children's Rehabilitat.-.n Center in Leesburg, Virginia.

8. In the summer of 1970, 1 cc 13tacted Sharpe Health School to arrange for my

son to return to school in September, as Mr. Parker Lad suggested. Once again,

I was told that Michael could not return to Sharpe, but instead should go to

4.; , .
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I eesburg. However, Mr. Parker could not tell me definitely that. Michael wouldhe admitted to Leesburg. I therefore contacted Miss Lindo at the Department ofSpacial Education.
9. Miss Lindo informed me that she had never been advised by Mr. Parker ofMichael's need. She obtained his records from Sharpe. I applied for a tuition *rant,HO that Michael could attend Leesburg, and was told by 1Vliss Lindo that Michaelwould be placed on the we Win list for a grant. This was in the summer of 1970.Michael is still on the waiting list.
10. In November, 1370, I received a letter from the National ChildrensRehabilitation Center in Leesburg, stating that M)chael could not be acceptedbecause they did not have vocational training, and testing had indicated that thiswould be th.e best program for Michael. I therefore called Miss Lindo to informher of this letter, and she told me that Michael had been rejected only because Iwas unable to pay the tuition, and that as soon as a tuition grant was approved forhim, he would be accepted at Leesburg.
11. Michael has received no public school education since October, 1969. Hehas not had any visiting home instruction. He has not been granted any moniesfor tuition at a private school.
12. Following his exclusion from sehool, Michael remained at home, andattended a day-care program at St. Elizabeth's Hospital. However, this programdid not adequately occupy Michael during the hours when I was at work, andbecause of his seizures, he could not be left unsupervised. Therefore, Michael wasvoluntarily admitted to St. Elizabeth's Hospital in December, 1970, for purposesof education and medical support. At. St. Elizabeth's however, Michael has had noeducation program since March 1971.
13. Michael's doctor has written several recommendations supporting Michael'sadmission to a school program and would do so in the future. Testing administeredat the hospital indicated that Michael has higher potential than presently ex-hibited. As soon as I have a school program for Michael, I will take him from thehospital. He has no physical or mental condition which necessitates hospitaliza-tion. Michael is just waiting for a school that can offer the personal attentionhe so badly needs. How long must he wait?

num WILLIAMS.
Subscribed and sworn to before me this lst day of June, 1971.

BETTY N. SMITH.
Notary Public.My commission expires Sept. 30, 1973.

111.
AFFIDAVIT

UNITED STATES OF AMERICA,
District of Columbia, 88:

The undersigned, Andrew Leonard King, being duly sworn, deposes and says:1. I presently reside at 233 Anacostia A.venue, N.E., Washington, D.C. 20019.2. I am a teacher at Towsen State College in Baltimore, Maryland.3. My wife, Ruth. is a life-long resident of the District of Columbia, and I havemade the District my home for the past 30 years. We have two children: RobynL. King, 22, and Janice Ruth King, 13, his sister.4. Until the age of 14 months, Janice Ruth had developed as a "normal"child. At that age, however, she suffered a severe illness, characterized byr convul-sions and a loss of general mobility. Subsequently, Janice Ruth developed a righthemiplegia. As Janice developed toward school age, it was apparent that she hadsustained brain damage. She was not able, therefore, to pass certain child-develop-ment milestones such as independent toilet use, development of language patterns,or the acquisition of self-feeding skills.
5. From 1960 to 1963 Janice Ruth attended the pre-school program at the D.C.Society for Crippled children. For whatever help this program might have con-tinued to be, it was not available to Janice once she reached beginning schoolage. We could nut find a private placement we could afford for Janice.6. In 1964, as Janice Ruth hacl reached beginning school age, I went to theDirector of Special Education in D.C.at that time, the Directorwas Rosa Jones.Without consulting any medical records (or actually seeing Janice Ruth) theDirector determined that the only "program" available for Janice's educationwould be institutionalization at Laurel, the District Training School.7. Later in the same year, my wife suffered a stroke, and under the circum-stances we reluctantly found it necessary to commit Janice Ruth to Laurel. She
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remained there for a year, coining home every weekend from Thursday until
Monday. Once in December of 1965, when I went to Laurel to pick up Janice
Ruth. I noticed that she had a black eye. While waiting for her another time
during that same month, I heard her screaming. It turned out that two of her
front teeth had been knocked out and she had another black eye. In addition,
her buttocks were blistered and bruised. I brought Janice Ruth home from Laurel
for good.

8. Janice Ruth ha.s remained home since 1965. My wife and I have done what
we can to realize Janine's learning potential. Yet neither of us pcssess the educa-
tional expertise which could best serve Janice's most acute learning needs. In
addition to providing parental love in an environment of warmth, and teaching
Janice Ruth as best we can, we have tried repeatedly to enlist the aid ot the Dis-
trict School System. For example, in 1967, I contacted the new Director of Special
Education, Stanley Jackson, with the same plea that had been turned down by
his iwedecessor. Again, Janice Ruth was rejected.

Once again, this spring I have contacted the Department of Special Education
with yet another request for some form of relevant public education for my daugh-
ter. This applicationthe same that was rejected in 1965 and 1967is currently
"pending:"

9. Janice Ruth's present physical .ind mental state cause me to be hopeful.
Those unfamiliar with the realities of the life of a multiply-handicapped individual
might well despair of Janice's need for a wheelchair, or her dependence on aid in
eating and tending to her toilet needs, or her lack of even rudimentary language
patterns. But I see my daughter respond to familiar music and listen with curi-
osity (and, I think, some sense of understanding) to conversations in her presence.
It is this potential that gives me hope that she can be trained to talk, take care of
herself, and socialize with other children. But I feel that as Janice Ruth grows
older, that hope will corrode to despair if her potential is not developed. She is
now 13 and has received no formal training since she was 7, and I am afraid that
time is running out.

ANDREW LEONARD KING.

Subscribed and sworn tb before me this 31 day of May 1971.
ANNE PALLIE,

Notary Public.
My Commission Expires Jan. 15, 1976.

APPENDIX G

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, as:

The undersigned, Mary M. James, being duly sworn deposes and says:
1. I presently reside at 2512 Ontario Road, N.W., 'Washington, D.C.
2. Although I have worked as a nurse for some years, I can no longer do so. I

now receive welfare benefits under the Aid to Families with Dependent Children
program.

3. I have five children; three of them are married, and two, Jerome, 12, and
Theresa, 9are still living at home.

4. Jerome has been a difficult problem. I have to stay home most of the time to
take care of Jerome who has never been enrolled in school. I now earn some money
taking care part-time of another retarded child.

5. jerome seemed normal at birth, but when he was about 10 months old, I
noticed that he seemed not to respond to things around him (T.V., his sister,
etc.).

6. The doctor, who examined Jerome at Johns Hopkins, Dr. Whitehouse could
not bo sure first what caused this condition that developed into retardedriess. It
is possible that he ate some lime poison (this was reported by a babysitter).
Also he had a fall on his head at three months; but its effeet is not clear.

7. As he approached school age, I tried to get him into some program of educa-
tion that would deal with his specific needs. VVhen I applied to Laurel, the District
Training School, a Mrs. Still placed Jerome on the "waiting list" but this led to
nothing. At this time Jerome's case was screened at D.C. General Hospital.
Later I called on the National Children's Center, but they, too, were unable to
accommodate Jerome. Last year, through the Morgan School, I applied for a
tuition grant from the Department of Special Education. Mrs. Lindo, the super-
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visor of the Department, told me that no funds were available. This spring I
re-applied to that program; as it :lands now Jerome has not received any &finite
plao 'tient for this school year.

g. Jerome's present condition is encouraging in some ways, but he needs the
opportunity to learn some basic skills that could make his life happier and more
whole. Jerome walks quite well. Although he has no real vocabulary, he makes his
wants known by verbal sounds. Jerome also listens when people talk to him. He
has learned to feed himself with his hands. I have worked very hard with Jerome
int the toilet training and he is now partially toilet-trained, lie needs more help
with this. He cannot dress hhnself alone but has learned to help when he is being
dressed.

9. Jerome remahis at home. He has only his sister and other retarded children
to play with. He needs some exposure to a social situation, and he needs special
educational training. I need help in helping him.

MARY M. JAMES.
Subscrily:d and sworn to before me this 23 dsy of July, 1971, in the District

of Columbia.

My commission Expires Jan. 13, 1973. Notary Public
1111.111i10

APPENDIX H

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, 88
I, NONA M. FLYNN, being first duly sworn, depose and say:

1. I reside at 7223 Van Ness Court, McLean, Virginia.
2. I am presently employed as Coordinator of the Child Study Center, Depart-

ment of Special Education, 'fhe George Washington University, and am a doctoral
candidate in the field of special education.

3. I have received my M.A. degree from The George Wakhington University.
My work experience in the field of special education has included the following
positions: coordinator of educational research studies with physically handicapped
children at Cybernetics Research Institute, Washington, D.C.; teacher of special
classes of children of migrant workers in LaGrange, Texas; director of a tutoring
program for Chirst Child Settlement House, Washington, D.C.; and diagnostic-
prescriptive teacher, Prince William's County.

4. On March 19, 1971, I conducted an educational evaluation of Duane Black-
sheare, at the Child Study Center, The George Washington University.

5. It is my professional opii ion that Duane Blacksheare can profit from an
education.

6. Duane visited the Child Study Center with his mother for a one-hour evalua-
tion period. He was eager to discuss his present placement at Roper Junior High
and displayed no signs of uneasiness or shyness during the interview. In the two
week period preceding the interview Duane's lunch money was taken from him
several times and he was threatened by several groups of boys. He stated that he
could "take care of them" but would not fight at school anymore because he was
not going to be "kicked out again for fighting."

7. Duane expresses a strong desire to remain in scItool but is also very much
threatened by the present situation at Roper. He has been instructed by the
assistant principal not to talk about his background to his teachers or peers, and no
supportive services have been arranged. Roper Junior High is approximately a
one-hour bus ride from his home.

8. Duane's reading ability is difficult to assess accurately. Functionally, he is
reading on a first grade level. However, he appeared to recall words more readily
toward the end of the passage assigned. Tie apparently has done little or no
reading geared to his general level in a long time. With intensive review I would
expect his reading level to jump at least to a second grade level in a short period
of time.

9. His mastery of the basic math skills is very limited. He remembered the me-
chanics of addition and subtraction but reverted to counting with his fingers
to work problems.

10. Duane Ls functioning on an elemmtary level academically. Prior to place-
ment, a special program should be carefully worked out with his teachers and
ancillary services at a school within a reasonable transportation distance from
Duane's home. The school counselor would see him on a weekly basis and stay
in close touch with his teachers.
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11. At this time Dmuw is severely academically retarded due to a variety of
circumstances resulting in lack of consistent and prolonged instruction for approx-
imately three and one-half years. He seems eager and receptive to continuing his
education at this time, and appropriate arrangements should be made as quickly
as possible to prevent further academie retardation and emotional handicaps.

NONA M. FLYNN.
Notary Public.

Subscribed and sworn to before me Ws 4 day of June, 1971.
My commission expires January 26, 1974.

APPENDIX I

AFFID AVIT
COUNTY OP FAIRFAX,
State of Virginia, ss.
I, NONA M. FLYNN, being first duly sworn, depose and say :

1. I reside at 7223 'Van Ness Court, NIcLean, Virginia.
2. I am presently Coordinator of the Child Study Center, Department of

Special Education, The George Washington University. I am a candidate for a
doctoral degree in Special Education.

3. I received my M.A. degree in Special Education from The George Washing-
ton University, and have had experience as a diagnostic-prescriptive teacher,
coordinator of educational research projects, and director oi tutoring programs.

4. George Liddell visited the Child Study Center on July 14, 1971, for an
educational evaluation. It is my professional opinion that George can profit from
an education.

5. When requested to draw a Facture, George responded readily and drew a
series of. scrawls, some of the circular typea drawing typical of a three to four
year old child. George cannot write his name and in general displays a lack of
fine motor coordination skills. His gross r. control is developed to the degree
that he moves about readily, jumps, rur P catches and throws a large ball.

6. Two-piece puzzles, each with colored pictures of familiar objects, were
presented, singly and then several at a time. George put the two _pieces of one
puzzle together successfully and usually could name the object. When two or
three puzzles were placed in front of him he displayed difficulty selecting the
matches, failing to use color and shape cues. With a little prompting he did,
however, pick up the patterns and complete the tasks, showing much pleasure
In his accomplishment.

7. George has an understanding of number concepts through four and is able
to rote count through eleven with encouragement. He showed no isolated letter
recognition and has no sight vocabulary.

8. His visual and auditory perception seem adequate on the basis of the pre-
liminary testing. Further exploration is needed for a full evaluation.

9. Educationally, George is functioning on the level of a four year old child.
However, he displayed an eagerness to perform, a long attention span and re-
sponded well to direction. These indicate that George is capable of learning more
skills than he presently displays. His mother reported that George has never
been in any type of school setting.

10. The overall picture would indicate a trainable (or severe) mentally retarded
class placement for George. If he is to develop the basic skills necessary for
independent functioning in society it is imperative that he be placed in a classroom
learning environment without further delay.

NONA M. FLYNN.
Subscribed and sworn to before me this 20th day of July, 1971.

Notary Public.
My Commission Expires January 26, 1974.

APPENDIX J

AFFIDAVIT
UNITED STATER OF AMERICA,
District of Columbia, as:
I, SUE J. TENORIO, being first duly sworn, depose and say:

1. I reside at 2900 South Glebe Road. Arlingtf.n, Virginia.
2. I am presently affiliated with the Department of Special Education of The

George Washington University, where I am a candidate for a doctoral degree in
Special Education.
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3. 1 have received my B.S., M.Ed., and Ed.S. degreeq in Special Education,
and have had experience as a elwisroom teacher of emotionally disturbed children,
an educational consultant., a supervisor of special education teachers, and auniversity Instructor and guest lecturer. Profess;onalarticles have been publishedat the local, state, and national levels.

4. On June 9, 1971, Steven Gaston visited the Child Study Center of The George
Wtwhington University for an educational evaluation.

5. Stephen appears to be a child who is greatly in need d an educational pro-gram that would not only help him to develop his skills and abilities but alsoprovide him wit h some structure and consistency.
6. Stephen presents himself as a rather pleasant but shy, socially immature

child. His difficulty in being able to relate meaningfully to Ahers would appearto be a direct result of not having the opportunity to take advantage of the
positive effects of interaction with his age-mates. The longer he is denied this
opportunity, the mor3 severe his difficulties of interpersonal interaction become.

7. Stephen can and did respond to simple directions during the evaluation. Re
seems to respond best to clear-cut limits with positive reinforcement of appropriatebehavior(s).

S. I strongly urge that Stepiien Gaston be 13laced as early as possible in a publicly
supported educational program which utilizes a contingency management ap-proach in a small-group setting.

SUE C. TENORIO.
Subscribed and sworn to this 9th day of June, 1971.

KATHERINE F. ARANWICA,
Notary Public, District of Columbia.

My Commission Expires June 14, 1972.

APPENDIX K

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, as:

I, ROBERT W. PROUTY, being first duly sworn,depose and say:1. I reside at 5216 Light Street, North Springfield, Virginia 22151.2. I am presently Assistant Professor of Special Education and Coordinator ofthe Diagnostic-Prescriptive Teacher Program, Department of Special Education,at The Glorge Washington University.
3. I am a doctoral candidate in the field of Special Education at Syracuse Uni-

versity. I received my B.S. degree iu elementary education and education of the
mentally retarded at the State University of New York at Geneseo, in 1960, and
an M.S. degree from Syracuse University in 1961 in the ileld of mental retardation.I have held a variety of teaching and consulting positions in the fields of retarda-
tion and education, and have been published in a number of professional journals.
Professional affiliations include memberships in the American Association of
University Professors, Council for Exceptional Children, and Phi Delta Kappa.4. It is widely accepted among educators that all children must be provided with
education and training during their formative years to enable them to, function
effectively as adequate and productive members of society. Severe and irreparable
harm is likely to result from the prolonged denial of such educational opportunities
to these petitioning children. Exclusion of such children from school without
providing an adequate alternative educational opportunity inflicts upon them not
only the immediate punishment of separation from their peers and removal from
those experiences calculated to be of most immediate value to them educationally,
but also endangers their subsequent capacity to function as effective citizens andadequate human beings.

5. There exist in the District of Columbia a number of educational models and
strategies whereby many children, heretofore denied educational opportunity asdescribed above, can be afforded such education and training, often within regularclass settings with appropriate support services.

6. These support services include Diagnostic/Prescriptive Teacher and Crisis/
Resource Teacher programs, a small number of each exist in the public schools of
the District of Columbia. Such services consist of one or more specially trained
teacher, based in a regular elementary or junior high school, whose primary role is
to determine the educational environments and provisions most conducive to the
success of children posing learning and/or behavior problems, and of recommendingand, where appropriate, demonstrating such educational modifications as may be
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necessary in a regular classroom to facilitate the maintenance and success of such
children within their respective regular classes. The rationale for such services is
that many children are often unnecessarily removed from regular class settings due
to t he absence of suitable and appropriate teaching-learning environments within
t ho4e rooms for such children when, in fact, modifications are feasible to accommo-
date them. It is my opinion that many excluded children such as Gregory Jones
can be satisfactorily provided for in regular class settings with adequate support
services such as a Crisis/Resource Teacher or Diagnostic/Prescriptive Teacher.

7. A number of the District of Columbia educationally disadvantaged children
are now provided with educational opportunity in the company of their peers
through the use of regular school-based consultant services of a variety of models,
including those briefly described above.

8. The absence of adequate numbers of such support services contributes to
the inability of many District public schools to successfully provide for a suffi-
ciently broad range of children having differing learning and behavior styles.
While such services are not a panacea for school problems they do offer a useful
resource to teachers and provide many children with an alternative to exclusion
from class and school.

9. Peremptory suspension of a child should, by its very nature, lead to a full
and prompt analysis by school authorities of both the child and his educational
setting, with the primary purpose of determining and providing for his educational
needs. Denial of educational opportunity at a point where clear need for improved
educational experiences are evidenced constitutes punitive lather than rehabili-
tative action.

10. To a significant degree, equality of educational opportunity is denied to
children who do not have access to such support services available to oluldren in
ether schools within this school district because of the neighborhood in which
they live and chance school assignment. The absence of these services often directly
.ontributes to the exclusion of such children from the public education which
society has deemed a necessit,y.

11. The exclusion of children without prompt and full hearings leading to
immediate provision of suitable educational opportunity results in damage,
ften irreparable, not only to the children and families involved but also to the
common good of the society. The point cannot be too strongly emphasized that
such action as the arbitrary and prolonged exclusion of petitioner children cannot
be justified on the basis of any lack of the existence of suitable educational alter-
natives. The state of the art in education, while indeed imperfect, provides ample
alternative means of providing services to children with learning and/or behavior
problems, as well as for modification of class settings not sufficiently responsive
to individual needs. ROBERT W. PROUTY.

Subscribed and sworn to before me this 19th day of July, 1971
1).C. VARNEDO,

Notary Public.
My Commission expires July 31, 1973.

411.11611.1111.

APPENDIX L

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, SS:
1, ROBERT L. BOSTICK, being first dtdy sworn, depose and say:

1. I reside at 1428 Whittier Street, N.W., Washington, D.C.
2. I am employed by the Library of Congress as a visual information specialist.
3. During the past eighteen years, I have been actively engaged in activities

to enhance the educational opportunities for the handicapped children of the
District of Columbia within the public school system. My wife and I are parents
of a mildly retarded daughter, Barbara Ann Bostick, now twenty three years old.
I have been a member of Help for Retarded Chiklren, Inc., which is the D.C.
Chapter of the National Association for Retarded Children, for the past seventeen
or eighteen years, and a member of its Board of Directors since 1956. I am also
a charter member of Concerned Citizens for Exceptional Children, an "umbrella"
group consisting of several organizations representing the interests of children of
all handicapping conditions. I am a member of School Superintendent Hugh
Scott's Task Force col Special Education. I recently joined D.C. Federation No.
524 of the Council for Exceptional Children.
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4. It. is niy firm belief that all children, including the handicapped, have a right
to a public school education, and that each child should be accorded the propr
resources to develop to his highest potential. I hold the noncomitant belief that
the 1).C. public schools should not be allowed to excuse any child from attending
public schools because of any degree of handicapping condition. If the schools
have no special educational program or facilities to serve a particular child or
group of child'ren, it is the duty of the public school system to provide private
snhool education until such time as the 13istrict of Columbia public schools can
provide these services. The entire cost of attending a private facility in these
circumstances should be borne by the District of Columbia, including the cost of
transportation to and from school. The primary responsibility for locating ade-
quate private schools under this tuition grant program should be that of the
public school 14ystein and not of the parents or guardians of the child.

5. Many parents (including myself), edec.tors, psychologists, and other pro-
fessional persons firmly believe that the testing and, identification proced,ures
presently used by the public school system are wholly inadequate. Many children
have received little or no professional clinical or eeucational diagnosis, and ceunt-
less others have been misdiagnosed, misplaced, or recommendeoi for placement in
pr3grains totally unsuited to their needs. Thousands of Washington's school age
exceptional children have never been seen by school authorities.

6. The public school system should utilize the services of other institutions,
such as the area's universities, Children's Hospital, and other diagnostic teams,
to assist in the mammoth task of properly identifying the educational needs ofall these children.

7. Under the present method of testing, hundreds of youngsters have been
placed on waiting lists, either for public school classes or for tuition grants to
private schools. Some of these children have been waiting for years. Such treatment
is the equivalent of "excusing" a child indefinitely from his right to an education.
This practice must be ended. The public schools must be provided with the proper
resources and funds to insure that no handicapped child has to wait one day to
enjoy the right to an education which is accorded as a matter of course to otherchildren.

8. It is tragic that in the Capitol oi the richest nation on earth, at the beginning
of the current school year (1970-1971), more than five hundred "trainable"
mentally retarded (TMR) children and some one hundred and thirty children
with specific learning disabilities (CSLD), to name just two categories of ex-
ceptional children, had been certified by school officials as requiring special classes
within the public schools, or tuition grants to private schools, However, these
children were all placed on waiting lists, and are losing their best learning years.

9. The public schools list no educable mentally retarded on their roster. This is
not because there are no educable mentally retarded children, but because the
D.C. school administration in 1967, after judge Wright's decree in Hobeon v.
Hansen, took the unusual step of assigning aU of these children to homeroom
classes with normal children, and later instituted the MIND prolgam as an
attempt to provide for their special learning needs. I oympathize with the new
approach of keeping exceptional children in the educational mainstream withtheir normal colleagues. However, as many parents and teachers can testify, some
of these children do not swim when plunged into the mainstream; they drown.
Until classification of children according to their disabilities can be abolished,
and until classroom teachers are equipped to teach all children, the public schools
must provide separate homerooms for handicapped children.

10. My wife and I have endured many frustrating and bitter eimeriences in ourefforts to secure an education for our daughter within the D.C. public school
system. Our experiences began in July of 1954, when the Board of Education
"temporarily excused" Barbara from attending public school on the basis of the
wholly inadequate and perfunctory "psychological test" given by a school
psychologist, which "showed" that Barbara would not "profit" from attending
public schools. Later, in the fall of 1970, sixteen years after this exclusion, Barbara
was hired as a full-time education aide (teacher aide) in the Special Education
Department of this same District of Columbia public school system. Barbara was
"diagnosed" as severely mentally retarded by public school authorities based onthe "psychological test" of 1954. It was only through the intervention of a
sympathetic and understanding School Board member, Dr. Margaret Just
Butcher, that Barbara was enrolled in a special class at the Military Road School
in the fall of 1955.
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1 I. Not all excluded children are so fortunate as Barbara in having their
diagnose.. reviewed and additional education provided. Far too many of the
District's exceptional children remain at home, placed on waiting lists and de-
prived of their best learning years. This practice must cease if children are to
develop to their highest potential.

ROBERT L. BOSTOCK.

Subscribed and sworn to before me this 10th day of June, 1971.

My commission expires August 81, 197.
1111111.M110010.111.

APPENDIX M

AFFIDAVIT

Notary Pitb!ic.

UNITED STATER OF AMERICA,
.District of Columbia, 88:

I, BOBBIE McMAHAN, being first duly sworn, depose and say:
I. I reside at 1200 Delaware Avenue, S.W. Apartment 217, Washington, D.C.
2. I am the chairman of the District of' Columbia Family Welfare Rights

Organization and the mother of four children enrolled in the District of Columbia
public schools.

3. On June 29, 1971, I attended a meeting with Dr. John Johnson, Assodate
Superintendent for Special Education, and parents who have children enrolled
in the Area C school program for the emotionally disturbed. At this meeting, Dr.
Johnson, in response, to questions concerning tuition grants for children needing
special education, stated that he suspected that there is discrimination in the
allocation of tuition grants.

4. As the parent of an eight-year-old brain-damaged child, I have tried to get
a tuition grant for my son Garret for several months, but all I seem to get is a
bureaucratic runaround. At my neighborhood school, Syphax, neither the school
counselor nor the classroom teacher told me anything about the existence of a
tuition grant program, even though they knew of Garret's class room difficulties
and the head injury he suffered. I was not informed of this special education
program until I tried to phone Superintendent Scott. After three days of trying to
reach him, I was finally put in touch with an Assistant Superinteadent who gave
me my first information regarding the existence of the tuition grant program. Only
after my protest did this Assistant Superintendent phone Syphax to make sure
that Garret would be given a form "205" psychological evaluation and would gnt
some follow-up assistance. Despite these efforts, I have still not heard from the
school officials who run the tuition grant program. Mr. Ben Parker of the Special
Education Department promised that as of June 1, I would receive a revised form
for requesting a tuition grant. About June 5, I called the tuition grant office and
spoke with Mrs. Lindo's secretary who told me that none of the parents who
requested tuition grants had received this form, which is needed to complete the
grant application. This form still has not been sent to me. In addition, the Depart-
ment of Special Education has never informed me of any of the private schools
with whom they contract, who might serve Garret, or offered any assistance to
me to get my child accepted by any of these schools. It is difficult to understand
how a poor parent is supposed *o locate a school that will serve her particular
child if the Special Education offi 3ials do not offer any information on the different
types of resources available. Despite the fact that the time for fall enrollment is
fast approaching, no decisions on my application for a tuition grant have been
made and no information on available schools services has been provided.

5. Many other poor people in the District are in the same position as I am of
waiting for word on whether our children will be served next year. Tuition grants
are supposed to be made in the early summer. Places in classes in District schools
for children with special education needs are being assigned now. When these
places are being handed out, District children who are poor and children who are
black are not being served.

BOBBIE MCMAHAN.

Subscribed and sworn to before me this 20th day of July, 1971.
WILLIAM J. MARTINS,

Notary Public.

3
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APPENDIX N

AFFIDAVIT
UNITED STATES OF AMERICA
Digrict of Columbia, 88:

The undersigned, Erwin Friedman, being duly sworn, deposes and says:1. I presently reside at 2226 Richland Street, Silver Spring, Maryland.2. I hold a Ph.D., cum laude, from Pam-flatly Peter University, Budapest,Hungary (1943-1949). My educational background also includes: MunkaesGymnasium, Munkacs, Hungary (1940-1943) and post doctoral courses inpsychiatry, neurology, and psychology at the University of Vienna, Vienna,Austria (1952-1953).
3. My professional experience includes: 1947-1948, Psychological Conaultant,Pduje Svi Residential Center for Problem Children, Budapest, Hungary; 1949-1951, Therapist and Consultant, noun. Cholim, Vienna, Austria; 1951-1953,nwchological Consultant and Therapist, Misrachi Youth Center, Vienna, Austria;1955-1957, Supervising Psychiatric Counsellor, Jewish Board of Guardians,Linden Hill Residential Treatment Center, Hawthorne, New York; 1957-1961,.Director of Psychological Services, New Jersey State Colony at New Lisbon,New Jersey; 1958-1959, Lecturer in Psychology, Trenton, gew Jersey; 1960-1965, Psychological Consultant, New Jersey Reformatory, Bordentown, NewJersey; 1961-1965, Supervisor of Training, Doctoral Program in School Psy-chology, Rutgers 'University, New Jersey; 1961-1965, Chief Psychologist andAdministrative Assoc!ate, Children's Psychiatric Center, Eatontown, New Jersey;1965 to present, Director, National Children's Center, Inc., Washington, D.C.;1967 to present, Assistant Professor,Pediatric Psychiatry, The George Washing-ton University School of Medicine, Washington, D.C. A listing of my publicationsis attached to this affidavit.

4. I am a member of the following professional societies: American Psycho-logical Association (iellow); District of Columbia Psychological Association(member); Maryland Psychological Associatioe (fellow); American Associationof Mental Deficiency (fellow); .American Orthopsychiatric Association (fellow):American Academy of Psychotherapists (member); New York Academy ofScience (member); and Americaa. Association for the Advancement of Science(fellow).
5. I am presently the Director of the National Children's Center, 6200 SecondStreet, N.W., Washington, D.C. The Center provides programs for 140 retardedindividuals with all kinds and degrees of handicap. This includes 86 children whoare severely or profoundly retarded. Of the 140 individuals in our program, 42are residential and the remainder participate on a day care basis. We accept adultsas well as children. If additional income were forthcoming, I would like to expandmy program to accept more retarded children.
6. The Center is a non-profit private institution and our staff includes psy-chiatrists, pediatricians, psychologists, teachers, nurses, research and trainingspecialists. The Center's range of programs includes: day and residential, respiteand emergency, diagnostic, vocational and prevocational training, parent:4'counselling, referral service, research, and professional and non-professionaltraining.
7. The Center's average day Can expenditure per child per year is $2040.00:It is my judgment that while this figure could be beneficially increased to $3,000.00,the three thousand dollar figure would be ample for this or any similar programof day care for the severely retarded or multiply handicapped.
8. The staffing and fmancial problems in educational services for the retardedare severe; but I believe that our most fundamental obstacles to helping thesepeople realize their potential stem from a ndsplaeed reluctance to recognize thesimilarity of their needs to other children rather than the differences.9. I cannot overemphasize the importance of a structured educational pro-gram for the sev'erely retarded individual. Such a program in my experience canchange the nature of that individual's life in the most fundamental way. We havetaken young adults, severe retardates who have spent all their lives in institutionsand taught them to beconte self-sufficient to the degree that they can hold downsimple, paying jobs in a sheltered :.4etting, and get to and from work on their own.I have always been disturbed by any concept of "education" that would allowthese people to be shut out from the compulsory education laws, so that theyare ne-. taught the elementary skills of habit training and social behavior thatwould p mit them to move in till mainstream of life.

Educntion has to be defined in tne broad sense as a process whereby a childlearns a live in his environmeat through the acquisition of knowledp and skills.
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Thus, to teach a child to eat, use the toilet, walk on the streets, avoid dangers,

and to got along in a social setting with others is a major educational achievement.

Toilet training, for example, is a much greater educational "threshold" than the

completion of a four year undergraduate progral; and the fact that this sort of

learning might be labeled "habit training" In no way makes it any less "educa-

tion" than training an individual to manipulate abstract. :symbols, which is what

reading and writing really is; a skill which, incidentally, half the world functions

witholit
10. Failure to include in the definition of "education" this basic type of skill-

teaching to retarded children has disastrous results for their welfare. For instance,

some would advocate "home visit?' for the retarded child, on the assumption that

primary skills such as oral communication, toilet training, feeding and grooming

can be acquired in an informal, unstruotured, on-again, off-again learning envi-

ronment. In my experience this is wrong f, sr a fundamental reason. The severely

retarded child, more than normal or less retarded children, needs a formal, struc-

tured learning environment. This is because he does not have the inherent capa-

bility of other children to learn by watching others or from what goes on around

him. This "incidental learning" is the major source of teaching for normal chil-

dren. The very retarded child on the other hand must be carefully conditioned

through repetition and specific instruction in every movement and part of any

action that he is wynected to learn. As a result he needs more, not less, formal

instruction and a longer, not a shorter, school day if he is to advance.

11. The abdication by our educational authorities of responsibility for this

vital learning process in the case of our severely retarded children is, in my

opinion, a tragic disservice to these children, and to their parents. It means they

are denied the benefits of the compulsory education laws and stigmatized as

"sick" people who receive "treatment" or "therapy" on a discretionary basis,

not the "education," that other cHidren are guaranteed.
ERWIN FRIEDNMAN.

Subscribed and sworn to before me this 28th day of May, 1971.
ANNE PALM;

Notary Public.

My Commission Expires Jan. 15, 1976.
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APPENDIXPUBLICATIONS, ERWIN FRIEDMAN

"The Autistic Syndrome and Phenylketonuria." Paper read at the AAMD

Annual Meeting, 1985. Miami, Florida;
"A Historical Note to 'The Wild Boy of Kronstadt." Journal of Historical

Behavioral Sciences, 1, 3, 284, 1965;
"Treatment Programs with Children (Community Programming for the Re-

tardedTreatment and Rehabilitation)". Paper read at the 90th Annual

Meeting of the Awerican Association on Mental Deficiency, May, 1966,

Chicago, Illinois;
"Assessment of Basic Motor Abilities in Retardates: Toward a BaSis for Skill

Training" (with E. H. Elkin). AIR Monograph, 96-2, 1967, JFRC Monograph,

67-1, 196S;
"The Autistic Syndrome and Phenylketonuria." SchizoArenia, 1, 4, 249-261,

1969;
"Children Speak Trite: Review of Die Kognitive Orientierung des Kindes" by

H. S. Kreitler. Contemporary Psychology, 15 3, 1970

"Missie,a in the Life of the Retarded Individual: Sex." Journal of Special Educa-

tion. Will be published in the summer of 1971;

Me Balati (book on psychology of symbols), Budapest, Hungary;

Das Hinimlische Jerusalem, Eine Symblpsychologische Deutung, A. Joodse Weten-

schap 9, 130-3, 1956;
"A Method to Record and Evaluate Activity Involvement of Childhood Schizo-

phrenia in a Residential Treatment Center," APA Journal, 1957;

"Mental Disorder and Mental Deficiency." Welfare Reporter, 9, 124432, 1958;

"Spruce: A Plan and Research Design for a Residential Treatment Center for

the Emotionally Disturbed Retardates." (Submitted to the Department of

Institutions and Agencies for the Statl of New Jersey), Trenton, 1958;

"Defective Delinquents
Reconsidered." Paper read at the AAMD Annual

Meeting, 1900;
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"Analysis t,f. Test Patterns of Mentally Defectives with and without Affective
Depriv ttion in Childimod." Ada Psychologica, 19, 407-408, 1961;

"Individual Therapy with a 'Defective Delinquent," Journal of Clinical Pay-
choler, y, 17, 229-232, 1961;

"Comparative Studies of Szondi Profiles of Institutionalized Mentally Defectives."
Beiheft zur Schweizerischen Zietschrift fur Psychologie, 431 137-141, 1962;

Essay on V. E. Frankl's book From Death Camp to Enstentialiam. Journal of
Religion and Mental Health, 1, 408-410, 1962;

"Are We seeing the Right Patients?" Symposium, American Orthopsychiatric
Association, Chicago, Illinois, 1964;

"Phenylketonuria in a Negro-Indit4a." Paper read at the AAMD Annual Meeting,
1965, Miami, Florida;

APPENDIX 0

AFFIDAVIT
UNITED STATES OF AMERICA
District of Columbia, SS:

The undersigned, Joan C. Gear:I-eau, being duly sworn, deposes and says:
1. I presently reside at 604 S tuft .g Itreet, Falls Church, Virginia.
2. I am the director of the opt tive School for Handicapped Children,

located at 541 Marshall Road, 1.W. -1 Vienna, Virginia. I have previously been
employed as a teacher of handieL . ....Aid normal children for five years as well as
administrator at the secondsry ). ,o1 and university level. I have a Master of
Arts degree in educational ps3 chalt.gy from the University of Minnesota as well as
many additional graduate c:p.rses related to the education of handicapped children.

3. The Cooperative Schod for Handicapped Children accepts mentally retarded
children, age three to twenty-one, whose needs are not met by the public school
facilities in the area. There are no restrictions of any kind on accompanying handi-
caps, except that the child's behavior must not endanger others. There are no
self-care requirements and chile en need not be toilet-trained, self-feeding, nor
ambulatory. Most of the children enrolled this year have multiple handicaps.

4. The cost of our program this year has been $1625 for tuition and $500 for
transportation per child.

5. Currently eight children are enrolled in the Cooperative School through the
District of Columbia tuitior grant program. Three of these children might be
classified as trainable and the other five "non-trainable" according to prevalent
custom in special education. All have one major accompanying handicapvisual,
orthopedic, behavioral, etc., and most lack self-care skills. One child, now eleven
years old, has never been enrolled in school before this year.

6. Even the most retarded, the most handicapped child in this group from the
District of Columbia, has profited from his training at the Cooperative School.
Though most of these children would be placed in the custodial or non-trainable
category, we view them as capable of growing, developing and learning. Although
progress may be very slow, each child has ind.eed learned something this yearto
chew and swallow, to walk with assistance, to use his hands to feed himself or hold
a crayon, to focus attention on a learning task, and so forth. This may not be
regarded as education in the academic sense but these children do learn vital new
skills and broaden their understanding of the environment with patient, persistent,
individualized teaching. Although the rate of learning is slow, the satisfactions for
both pupil and teacher are tremendous.

7. We currently have an enrollment of 72 pupils. Our eligibility requirements
and admissions procedures are purposely very minimal, because for our clients we
are, in most cases, the only alternative to keeping the child cloistered at home or
institutionalizing him away from the 3ommunity. Our pupils have been refused
admission to or put out of public school facilities because of the severity or multi-
plicity of their handicaps. AVhat is needed, therefore, is a school that will eagerly
admit these children and help them learn in spite of their handicaps.

8. Of the 61 school-age children (6 through 20 years of age) all of those from
Virginia have received tuition grants or tuition reimbursement this year. In all
except 5 instances, funds from local and state sources covered the entire cost of
tuition.

9. The staff of the Cooperative School for Handicapped Children is currently
composed of a director, administrative assistant, twelve classroom teachers, two
speech therapists, one physical therapist, one music teacher, one physical educa-
tion teacher, eight teachers' aides, three matrons, a handicapped helper and
custodian.
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10. What seems to be most needed in the area of special education tgday is a
new way to think about our retarded childrentheir needs and how to meet
them. Basic to this is the necessity of changing the system of categorizing the
retarded into educable, trainable and custodial groups for educational purposes.
Obviously, if one views a person as "non-trainable" or custodial, little need be
or will be done to help him develop even the limited or hidden potential he has.
On the other hand, if this third group is viewed as "teachable", then one is
obligated to help him learn. Beyond a new philosophy, what is required is a school
or center where such "teachable" children can be brought together in small
groups (Co-op School classes average 6 pupils to one teacher with one teacher's
aide) and a staff trained to meet the special needs of these children and dedicated
to a belief in the dignity of every human being without regard to the severity of
his handicap or the limit perimeters of his potential.

JOAN C. GENDREAII.

Subscribed and sworn to before me this 1st day of June, 1971.
ANNE PALM;

Notary Public
My Commission Expires January 15, 1976.

APPENDIX P

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia, ss:

The undersigned, William P. Argy, being duly sworn, deposes and says:
1. I presently reside at 5201 Connecticut Avenue, N.W.1 Washington, D.C.
2. I am the Medical Director of the District of Columbia Society for Crippled

Children. I have held this position since 1950.
3. My professional background includes the following: I obtained an M.D.

degree from Georgetown University in 1922; from 1931 to 1954 I served as Chief
of Medicine at Pk ovidence Hospital, Washington, D.C.; I am currently a con-
sultant in medicine for that hospital; and I am also Professor of Medicine,
emeritus, of Georgetown University.

4. As Medical :Director for the D.C. Society for Crippled Children, I have
long been interested in the educational, as well as health needs of the so-called
'exceptional child."

5. The school run by the D.C. Crippled Children's Society was set-up as a
demonstration project in 1944 whei it became evident to certain concerned
individuals that no school in the District could or would take pre-school children
who had cerebral palsy. Since that time the size and character of the program
las changed considerably.

6. Our staff is presently composed of six teachers, six therapists (physical,
occupational and speech), four teacher's aides, and a psychologist. In addition
the program has an over-all co-ordinator. Volunteer workers from the Red Cross,
Junior League, and Junior Auxiliary, as well as unaffiliated individuals, aid in
our program.

7. Presently our program serves, on a day care basis, some 103 pre-school age
children of varying types of handicap.

Of these students, approximately 16 are in the below 30 I.Q. category. While the
uninformed might say these children are not trainable and, therefore, not in
need of educational opportunity, it has been our experience that this is an incorrect
And damaging view. Our experience indicates to the contrary that these children,
perhaps even more than "normal" children, canand do, when given the oppor-
tunitybenefit from education made specific to their needs.

Initially these children are in need of the self-help skills: toilet, feeding, walking,
basic language skills, and awareness of self and others in the environment. Our
program is designed to teach such fundamental skills.

8. Our program is funded in part by the sale of Easter Seals, the bulk of expenses
being macle up from voluntary contributions. We charge no tuition, except that
some of our parents are charged tuition if they are eligible to have that money
actually paid by a third party such as Medicaid or the D.C. Tuition Grant
program. Our cost per child for the annual half-day program is $1800. Parents
Are required to furnish daily transportation.

9. Present limitations on space and funds have dictated that our program be
limited to pre-schoolers. Yet we are concerned because those who must leave our
program at school age have no place to go to continue their education. Thus, we

4-41
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have projectedwhen funds become availablethe building of three new class-
rooms so that we can expand our program to include students from the 7-12age group.

WILLIAM P. Anew.
Subscribed and sworn to before me this 8th day of August, 1971, in the District

of Columbia.

My Commission expires

APPENDIX Q

AFFIDAVIT

Notary Public, D.C.

UNITED STATES OF AMERICA,
District of Columbia, ss:

The undersigned, Kathryn A. Gorham, being duly sworn, deposes and says:
1. I presently reside at 6216 Wiscasset Road, Bethesda, Maryland.
2. I was a resident of the District of Columbia for ten years, from 1960 to 1970.

In September of 1970, my husband, five children and I moved to Maryland.
3. In 1961 my fifth daughter was born profoundly retarded.
4. In 1967 she began school at the Cooperative School for Handicapped

Children in Arlington, Virginia. When the school moved to Vienna the same year,
I drove eighty miles each day, taking her to school in the morning, returning home
so that I would be home to give my other children lunch when they came home
from the neighborhood public school, and returning to Vienna again to pick her
up. I did this because there was no school which would accept her in the District
of Columbianeither public nor private.

5. My interest in programs for the severely and profoundly retarded, physically
handicapped children in the Metropolitan area grew during the next years, along
with my concern for District parents whose children were not receiving the
benefit of any program whatsoever.

6. In 1967 and 1968, on a volunteer basis, I visited programs for retarded
children throughout the Metropolitan area, gathering basic information for a
directory of services for the handicapped which would be a helpful guide for
parents in their search for the services their children needed. With the support
of various agencies it was published in 1968.

7. On May 1, 1968, I appeared at an Open Hearing before the D.C. Board
of Education asking that a pilot probram for profoundly retarded children be
included in the FY '69 budget under consideration. The Board was receptive
and included a pilot project for twelve children at the cost of close to $3,000
per year per child. Th.e project was eliminated in one of the final steps of thebudgetary process, just before approval by Congress.

8. The following year, I was told by Dr. Jackson that there were teachers and
aides available for a small program for severely retarded, non-ambulatory children
if space could be found. I located suitable rooms in a church (People's Congrega-
tional), but no funds were available to pay the rent the church required.

9. In December of 1969 and January of 1970, with the same assurance that
teachers and aides, as well as some equipment, could be provided by the schools,
I worked with Dr. Enid Wolf of the D.C. Developmental Center for Special
Education on a proposal to the Horital for Sick Children for a cooperative training
program to be located in the Hospital's empty wing. This too failedagain, itappeared, because the schools were unable to contribute any funds towards the
arrangement.

10. In September of 1969 I had become the first director of the Information
Center for Handicapped Children, a non-proqt, federally funded project whose
purpose is to collect information on services in the Metropolitan area for children
with mental, emotional or physical handicaps and to give personal assistance toparents in finding the services their children need.

11. From the time of the opening of our Center in February of 1970, every
couple of weeks brought in at least one call from the parent of a severely mentally
and physically handicapped child in need of assistance of one sort or anotheror
from agency workers trying to find help for such children.

12. In spring of 1970 we arranged with the Cooperative School for HandieappedChildren to send one of its seven mini-buses to a pick-up point in the District for
D.C. children, helped the parents to apply to the school and helped them apply
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for tuition aid from the Board of Education. Nine D.C. children are bussed 20
miles to the school during this school year (1976-71). Eight are funded ($1420)
by the Board of Education, though the full cost of transportation ($500) is not
covered by the Board's allotment ($250).

13. The number of such children in need of training programs has continued to
mount until, at this time, 57 school-aged children are known to our Center.
There may be as many as twice that number unknown to us.

14. Twenty-eight of the severely and profoundly retarded children known to US

have applied for placement to the District institution for the retarded, Forest

Haven in Laurel. The building for severely or profoundly retarded, non-ambulatory
persons is called the Infirmary. It is what is known as a non-elastic facility. It is
full, and vacancies are so rare that one family has waited for ten years for admis-
sion for their totally helpless son, eight have waited six years and most of the
rest have waited at least three years.

15. Although parents in my position are persistently advised to institutionalize
their children by physicians, school personnel, well-meaning friends and relatives
obviously the advice stems from ignorance. But even if placement in the D.C.
institution were a real possibility, I believe that many of these families would

prefer not to institutionalize their children if they were given the support and
help of a 9 to 3 school training class for their children.

16. With respect to potential facilities in the D.C. pablic school system for the

necessary programs, the Sharpe Health School and the new Mamie D. Lee School

to open in September are free of architectural barriers and could house special
classes for the severely and profoundly retarded. With such facilities, a training
program should provide for a teacher and an aide for every six to eight childron
Ideally, physical therapy should be available to them. Staff should receive pre-
service training in the special methods of reaching these children. Models of such
special methods can be observed at the Vienna Cooperative School and other
programs in the area.

17. Because most of the children in question have never had training of any
kind, a few may need to be prepared for entry into a training program. There is

expertise availableeither from behaviour modification specialists in the D.C.

School's Developmental Center for Special Education or from Dr. Leo Walder,
who is presently developing a project to train parents to help their children
develop the 3k1118 and behavior which will bring them to the point of acceptability

for spccial education classes. Whatever the cost of such extra input, it would
seem to me that the expenditure is only just and humane as an atte, spt at com-
pensation for years of doing without any assistance.

KATHRYN A. GORHAM.

Subscribed and sworn to before me this day of May, 1971.
AN NE PALLIE

Notary Ablic.

My Commission Expires Jan. 15, 1976.

APPENDIX R.

AFFIDAVIT

UNITED STATES OF AMERICA,
District of Columbia, SS:
I, KATHRYN CAMPBELL, being first duly sworn, depose and say:

1. 1 reside at 2131 Florida Avenue, N.W., 1Vashington, D.C.
2. I am an Assistant Editor of Chemical and Engineering News, a publication

of the American Chemical Society. I am a volunteer member of For Love of

Children, Inc. (FLOC); specifically, I am a member of the Rehabilitation Mission

Group of FLOC, secretary of the organization, and editor of the FLOC News-

letter.
3. Ls part of my FLOC volunteer work, I began in December of 1969 to try to

find a school for Susie Carter, then seven years old and without any educational

program. During the 1968-1969 school year, Susic attended the Kendall School

for the Deaf, but this private facility would not take Susie back because the

school was not equipped to handle her dual handicaps. Despite repeated efforts

by Susie's mother and myself, Susie remained without any program of education

from June of 1969 through September of 1970.
4. Susie Carter is a partially deaf and slightly retarded child, eight years old,

black, and an AFDC recipient resident with her mother, Mrs. Anna 'Wade, at
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Kentu.ky Avenue, S.E., Washington, D.C. She has never attended public
exhool in the District of Columbia because of her physical handicaps. As a result
of Susie's lack of schooling, her mother had to stay at home and could n t be
employed.

5. From December of 1967, members of our organization made it their special
concern to get Susie placed in a school. As a result of the efforts of Mrs. Keister,
Susie did go to the Kendall School for the Deaf but as of June 1969, she was once
again without schooling of any kind.

6. I began my efforts in December, 1969, and secured lists of telephone numbers
and contacts from Mr. Tom Bull, a teacher at the Kendall School, and Mrs.
Dorothy Miller, a caseworker at Children's Hospital. I began calling about Febru-
ary 171 1970. Between then and July 9, I made about sixty-three phone calls
to various officials and placement resources, including Mrs. Gaylord, a school
health worker, and Mrs. Mamie Lindo of the Department of Special Education
of the School Board. At Mrs. Lindo's office, either the line was busy or some as-
sistant would answer the phone to say that Mrs. Lindo would call me back be-
cause she was in a meeting, on another line, in the field, and so on. One of my
last calls to the Office of Special Education connected me to a recording which
related the following: "The Office of Special Education is on vacation. Call again
July 20."

7. On April 28, 1970, I wrote a letter with other members of the FLOC group
to Mr. William Rich, chairman of the Board of Education's Advisory Committee
on Special Education, advising him of Susie's need and asking if he could lead the
way to providing some sort of program for trainable deaf and retarded chikii en.
There was no reply. I followed up with another letter on July 9. On July 17,
1970, I received a letter from Mr. Rich, who included some literature on proced.ures
of which we were already aware an Trpressed the hope that we would eventually
succeed in helping Susie. His letter did not sound as though he had even read ours
of April 28, let alone realize that we were asking him, in his official capacity, to
do something right away.

8. We would still be futilely calling various agencies and school officials had we
not luckily talked to Mrs. 'Thelma Rutherford, Director of Information and
Referral Service of the National Capital Area Health and Welfare Council. Mrs.
Rutherford is a personal friend of Miss Clara Reagh of the Washington Hearing
Society, and she made a special project of recommending Susie for placement in
the Society's school at 1934 Calvert Street, N.W., Washington, D.C., which ac-
cepted Susie without funding and even though she was over the admission age.

9. Susie has been attending the Washington Hearing Society's school on Calvert
Street, a private facility, since September, 1970. She cannot return after the end
of the present term sometime this month, as she was already over-age at the time
of her admission. Thus she will once again be without any school placement of
any kind.

10. Members of FLOC have continued to tutor Susie, and the principal of the
Calvert Street school has taken a specialinterest in Susie and has observed many
things that were not obvious in the quick tests she had previously received in
public clinics. The principal believes that the place for Susie is the St. John's
Child Development Center on MacArthur Boulevard, and has encouraged Susie's
FLOC sponsors to apply there for her admission in September of 1971, and this
application has been made.

11. Since St. John's, too, is a private facility, Susie will need a tuition grant from
the Board of Education if she is to attend. As of this date, no such grant has been
approved. When Susie's mother, Mrs. Wade, contacted the Department of Spe-
cial Education to apply for a tuition grant, she was told by letter to come to the
Special Education office during the week of June 7, 1971. As of this date, therefore,
it is uncertain whether or not Susie will be attending school in September.

12. If determined, well-heeled, and articulate people can hammer away at this
problem for about two years without really getting anywhere, what do people
who lack these assets do to secure an education for their handicapped children?

KATHRYN CAMPBELL.

Subscribed and sworn to before me this 8th day of June 1971.

My commission expires 6/14/75.

tr -
Li

3,

JAMES COREY, JR.,
Notary Public.
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APPENDIX S

AFFIDAVIT
UNITED STATES OF AMERICA,
District of Columbia as:
I, ROBERT L. BOSTICK,being first duly sworn, depose and say:

1. I reside at 1428 Whittier Street, N.W., Washington, D.C.
2. I am employed by the Library of Congress as a visual information specialist.
3. For the past eighteen year:31 I have been actively engaged in activities to

enhance the educational opportumties for the handicapped childrenof the District
of Columbia within the public school system. My wife and I are parents of a midly
retarded daughter, Barbara Ann Bostick, now twenty-three years old. I have
been a member of Help for Retarded Children, Inc., which is the D.C. chapter
of the National Association for Retarded Children, for the past seventeen or
eighteen years, and a member of its Board of Directors since 1956. I am also a
charter member of Concerned Citizens for Exceptional Children, an "umbrella"
group consisting of several organizations representing the interests of children of
all handicapping conditions. I am a member of the D.C. Public School's Task
Force on Special Education. I recently joined D.C. Federation No. 524 of the
Council for Exceptional Children.

4. I wish to emphasize the need for prompt action in declaring the right to a
public school education for all compulsory school age children, if previously
excluded children are to be able to attend school in September, since (a) time for
parental planning for all enrollment is needed, and (b) school commitments for
teachers, space, and other resources must be made.

5. At this time, tuition grants for the 1971-72 school year are still to be dis-
tributed. In the past there have been cases of discrimination in favor of articulate,
aggressive middle class parents, while children of th e poor all too frequently have
been denied aid.

6. A new public school for some District mentally retarded youngsters is sched-
uled for opening within the next few weeks. Its maximum capacity is 200, but
initially only 160 children will be enrolled. The usignment of children to attend
this school will be made within the next few weeks. Even with this addition
hundreds of mentally retarded children will still be unserved by the public schools.
Many of these children, especially those languishing at home, are losing their best
learning years.

7. Absence of classes for educable mentally retarded children has resulted in
some youngsters being "excused" from school attendance because of their be-
havior; excluded because in fact no provisions for their needs have been made.
The lack of programs for the educable mentally retarded in the D.C. public schools
is unique for a city this size,due to the school system's misconstruction of the
Wright decree in Hobson v. Hansen that abolition of the tracking system makes
any such services impermissible. To clarify paragraph 9 of my Affidavit of June 9,
1971, I do not wish to imply that separate homerooms must be provided for all
handicapped children, but rather, that public achools must provide adequate
resources, including separate homerooms for those exceptional children who
cannot make it in the regular classroom even with the MIND program.

8. The regular school budget is the major source of funding for programs of
special education. The budget submitted by the Board of Education for the
1971-72 school year before Congress does not, however, request sufficient funds
for those publicly supported education programs intended to serve children on
waiting lists. Even though Senator Daniel Inouye Chairman of the D.C. Sub-
committee to the &nate Appropriations Committle, has expressed his support
for increased appropriations this year to eliminate the waiting lists, the budget
for special education submitted by the Board of Education remains substantially
unchanged. This failure to request adequate funds, under the Board's present plan
for allocating resources, will leave hundreds of D.C. youngsters without a publicly
supported education.

ROBERT L. BOSTICK.

Subscribed and sworn to before me this 20th day of July 1971.
ANNETTE B. YOIIRTY

Notary Ablic.
My commission expires August 31, 1971.



IN THE UNITED STATES DISTRICT COURT FOR THE DISTRICT OF COLUMBIA.

Ci WI Action No.
PETER MILLS, ET AL., PLAINTIFFS v. BOARD OF EDUCATION OF THE DISTRICT OFCOLUMBIA, DEFENDANTS

VERIFICATION

I, EASTER BLACKSHEARE, being first duly sworn, on oath say that I amone of the plaintiffs in the above cause and affirm that I have read the complaintand believe the allegations stated therein to be true. I further swear and affirmthat I believe that my son, Duane, will suffer immediate and irreparable harm ifDefendants continue to fail to provide him with a publicly supported education.
EASTER BLACKSHEARE.

Subscribed and sworn to before me this 21st day of September, 1971, in theDistrict of Columbia.
R. M. WALLER,

Notary I ublic.My commission expires July 14, 1976.

IN THE UNITED STATES DISTRICT COURT FOR THE DISTRICT OP COLUMBIA

Civil Action No.
PETER MILLS, ET AL., PLAINTIFFS V. BOARD OF EDUCATION, ET AL., DEFENDANTS

MOTION FOR PRELIMINARY INJUNCTION

Pursuant to Rule 65, Federal Rules of Civi! Procedure, and on the basis of theverified Complaint and Affidavits filed herewith by Duane Blacksheare and others,plaintiffs, by their attorneys, hereby move that Defendants be preliminarilyenjoined from:
1. Continuing to exclude the named plaintiff children from publicly-supportededucation and from failing immediately to provide such children with apPropriatepublicly-supported educational services;
2. Within fourteen days of the entry of the PreliMinary Injunction Order ofthis Court, failing to submit to this Court and counsel for plaintiffs a list showingthe name, address, and telephone number of each child presently suspended,expelled, or otherwise excluded from publicly-supported education and statingthe date and length of each such suspension, expulsion, or exclusion and thereason therefor;
3. Within forty-eight hours of the submission of such list, failing to notify theparents or guardian of each such child of that child's right to a publicly-supportededucation now and hereafter and Of that child's proposed educational placementin an appropriate class in the 1971 Fall school term.
The grounds for this motion are:
1. Continued exclusion of the plaintiffs from publicly-supported education willcontinue the denial to plaintiff children of their constitutionally protected rightof aCcess to an equal educational opportunity.:
2. Defendants have failed to fulfill their prior express commitment to provideplaintiffs with a publicly-supported education in the 1971 school 3rear, whichbegan on September 10, 1971. DefentAnts' continued failure to fulfill tills com-mitment has caused plaintiffs further delay in receiving their right to an oppor-tunity for education.
3. Defendants' failure to enroll plaintiffs in classes in the past and at the outsetof the Fall term has unjustifiably handicapped their prospects for academicprogress and a satisfactory classroom adjustment. Continued denial of educationalopportunity will heighten such handicap and will cause plaintiff children to suffer

(352)



353

further immediate and irreparable harm and depreciation of the benefits inherent
in their constitutionally and statutorily protected right to a publicly-supported
.education.

Respectfully submitted. JULIAN TEPPER,
NLADA National Law Office,

Washington, D.C.
STANLEY HERR,

NLADA National Law Office,
Washington, D.C.

PATRICIA WALD,
Center for Law and Social Policy,

Washington, D.C.
PAUL DIMOND,

Center for Law and Education,
Harvard University,

Cambridge, Massachusetts.

IN THE UNITED STATES DISTRICT COURT FOR THE DISTRICT OF COLUMBIA

C.A. No. -

PETER MILLS, ET AL., PLAINTIFFS v. BOARD OF EDUCATION OF THE DISTRICT OF
COLUMBIA, ET AL., DEFENDANTS

MEMORANDUM OF POINTS AND AUTHORITIES IN SUPFORT OF THE MOTION FOR

PRELIMINARY INJUNCTION

1. Rule 65, Federal Rules of Civil Procedure.
2. Hobson v. Hansen, 20 F. Supp. 401 (D.D.C., 1967), Memorandum and Order

of May 25, 1971, and Ruling on the Motion to Intervene, (July 23, 1971, at

3-5).
3. The nature of the controversy between plaintiffs and the Defendants is set

forth in the Verified Complaint and in Affidavits thereto.
4. The nature of the irreparable injury is set forth therein, as well as in the Memo-

randum in Support M the Verified Complaint.
Respectfully submitted. JULIAN TEPPER.,

NLADA National Law Office,
Washington, D.C.

STANLEY HERR,
NLADA National Law Office,

Washington, D.C.



"Report of the Superintendent's Task Force on Special Education"Public
Schools of the District of ColumbiaDecember 1971

REPORT OF THE SUPERINTENDENT'S TASK FORCE ON SPECIAL EDUCATION

PUBLIC SCHOOLS OF THE DISTRICT OF COLUMBIA, DECEMBER 1971

THE TASK FORCE

On March 5, 1971, the Task Force on Special Education was officially con-
stituted by the Superintendent of the District of Columbia Public Schools, Dr.
Hugh J. Scott. The mandate given the Task Force at that time empowered them
to take a critical look at the spAcial education prog;ram of the District of Columbia
Public School System and to offer recommendations leading to solutions in the
form of an initial report due on or before June 25, 1971.

The Task Force was comprised of members from the community at large:
parents, private and public agencies, teachers, school administrators, the Board of
Education, and interested citizens. The methods utilized for the collection,
analysis, and conclusions drawn were based upon information gathered through
open and closed hearine; committee sessions with relevant school administrators;
visits to public and private schools and institutions; questionnaires; interviews;
communication with authorities on special education; and review of related
literature.

The intent of the Task Force was to pernait wide dissemination of this report to
the public shortly after delivery to the Superintendent of Schools. Additionally,
the Task Force desired that the Superintendent elicit the involvement and sug-
gestions of the District of Columbia Public Schools professional personnel and
the community in the discussion and implementation of the recommendations
emanating from this Task Force.

The report contains short- and long-range goals which the school system must
meet in addressing itself to the critical problems facing handicapped children in
the District schools. We thank all concerned individuals who contributed infor-
mation and made this report possible.
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I. INTRODUCTION
Forword

The right of a child horn in the United States to receive a public school educationregardless of his race, creed, color, or sex has been affirmed again and again,philosophically and legally. Yet within our borders for thousands of children thisright is more a matter of lipservice to a noble ideal than an actuality. Whateverthe rationalizations used to explain this denial of opportunity to some of them,the fundamental concept of their right to public education is seldom at issue.No so for the 'handicapped child. Buried beneath the accumulation of shame,fear, ignorance, rejection, neglect and almost stifled by the dreadful weight ofcharity, is this child's right to be educated at public expense. The historicallyslow and painful process of federal and state legislation-by-disability, with all ofits implications of continuing exclusion for those whose impairments received nolegislative dispensation, bears witneso ie the presence of our failure to accord thischild his right to be educated and to assume the responsibility that it entails.In the city of Washington, the acknowledgement of the rit ht of the handicappedchild to public education has been honored more in the breech than by observance.The obscene nightmare of repetition from year to year continues for the parentsof these children who must compete for placement and funds or accept the ex-lusion of their child from the opportunity to develop his human rotential.Therefore, the Task Force on Special Education demands that the Board ofEducation, the City Council, and the Congress of the United States act cooper-atively to end this cruel and unusual punishment of parents, and this denial, ofthe right of the handicapped child to public education in the District of Columbia.We ask that new and revised laws and the appropriation of funds be providedto assure that Special Education shall exist in this city. Further, we ask thatthese programs and services be continuous so as to assure the fullest possiblephysical, intellectual, and social development of children whose needs requireresources and assistar ce presently not available in the regular school setting.We propose that the Board of Education announce publicly the responsibilityof the public school system of the District of Columbia to provide educationand training for all District children regardless of the kind or degree of individualdisability.
Taxonomy

We define Special Education as that patt of general education which devotesits attention to stuidents who are considered to exhibit impairments, disabilities,or handicaps in any form or combinations, with the assumption that such condi-tions contribute to the students' inability to develop to their maximum capacitiesin the regular educational program:
hnpairment.Defective bodily structure (senses, systems, organs, members,etc.).
Disability.A limitation of activity when compared with other individuals ofsimilar age, sex, and culture.
Handicap.A reduction of personal or social efficiency and the stigma there-from.
These pupils (children and youth) are generally known as "exceptional" interms of the usual manner of classifying human problems. A Department ofSpecial Education exists for the purpose of educating those who are exceptionalphysically, mentally, or emotionally to the extent that they require special educa-tional services.

Philosophy
The D.C. Public Schools, in order to demonstrate its commitment to each indi-vidual student, should actively seek to:

Maintain equality of educational opportunity for all students.Develop a varied curriculum with a comprehensive program of studies forall students.
Provide a quatity educational program at a reasonable cost.

To re-emphasize, Special Education shall exist to provide, by law, continuouseducational services and programs essential to the full intellectual and socialdevelopment of children who require resources and assistance beyond that avail-able within the regular classes.
Students must be studied as individuals and as interacting members of a socialgroup. Learning in school is an individual process; however, the student's inter-action with his physical and social environment significantly influences what helearns and how well he learns it. Teachers and other personnel must therefore
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interpret each child in terms of the social environment that nurtures him anddetermine to a considerable extent how he grows.
Every effort must be made to provide, through a wide range of flexible programsand services, for maximum involvement of an children consit.tent with the abovephilosophy and with optimum service to each child. Compatible with the abovephilosophy, the Task Force on Special Education was established.

Rationale
In a memorandum, February 10, 1971, the Superintendent of the Public Schoolsof the District of Columbia Dr. Hugh J. Scott, gave a rationale for the formationof a task force on special education in which he stated that, "It is appwent ourpresent design does not meet the needs of all youth requiring special educationalservices." Subsequently, in the process of carrying out its objectives as definedby the eight-point charge developed from that memorandum, the Task Forceon Special Education was to have the truth of that statement brought home by thetestimony of community leaders, parents, and school administrators; by personsengaged in providing special educational services; and by examination of existingstructures and resources for special education in the District of Columbia PublicSchools. As a follow-up measnre emphasizing the desperate concern and need fora broader program, the Superintendent has announced that Special Educationwill be given Number Two priority this school year, 1971-72.However, the Task Force has found reason for cautious optimism in the obviousconcern of parents and professionals, members of the Board of Education, theCity Council, the Congress, and the federal government. Also, recent monthshave brought some promising developments within the public schools themselves:the employment of an Associate Superintendent for Special Educational Pro-gramming; a proposed restructuring of the Department of Special Education;and a higher priority given this aspect of education in the Superintendent's"Design for Academic A.chievement," with its commitment, to making the edu-cation of all children in the District of Columbia "special."The Task Force analyzed many prior studies and noted numerous recommends,tions for the improvement of educational opportunities for the children of Wash-ington, D.C. Many of these recommendations were not implemented due toconflictin_g interests and to bureaucratic processes of the D.C. Public SchoolSystem. Thus, the Task Force has directed its attention into the development oftwo kinds of recommendations: (1) short-term, immediate action-oriented pro-posals whose implementation requires only acceptance and follow-through byschool administrators and personnel; and (2) long-range proposals that requirecommunity involvement anci Congressional Action.

Objectives
The Task Force on Special Education has been charged to:Study existing reports and proposals relative to special education programsin the D.C. Public Schools.

Pull together available knowledge in urban education and expertise in thedevelopment of special education programs for D.C. youth.Evaluate existing programs in the D.C. schools.
Examine the structural and social functions of the Department of SpecialEducation.
Assess the needs of the Department of Special Education in terms of thenumber and categories of children to be served, physical facilities, andpersonnel.
Develop short- and long-range plans taking into consideration projectedhandicapped populations.
Develop plans for the use of current and potential community resourcesincluding area universities.
Recommend to the Board of Education a comprel- lisive proposal of theaction necessary to effectively educate all children with learning disabilitiesin the D.C. Public Schools.

In order to accomplish these objectives, the following committees wereestablished:
Structure and Administration;
Staff: Administrative Teaching, Para-Professional, Non-Teaching;Instruction and Pupd Placement;
Special Services;
Staff Development;
Special Education and the Community;
Primary and Secondary Intervention.
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The Task Force on Special Education consisted of approximately 25 knowledge-able personsprofessionals, parents, and others- -drawn from concerned citizengroups, universities, government agencies, and the D.C. Public Schools.

II. ADMINISTRATION AND STRUCTURE
Conclusions

The administration of special educational programs in the D.C. Public Schoolshas been characterized by fragmentation of responsibilities and authority. Ithas becn hampered by a lack of dynamic leadership responsive to the needs ofexceptional children and their families. These fonts plus many more have beenuncovered in the Passow study that stresses the need for specific urgent changes.1
Inasmuch as the emphacis is now changing from self-contained classrooms tointegration into the mainstream of public education, strong, resourceful andinnovative managerial skills are of the utmost importance. Persons charged withthe task of administering a viable :pedal edlcational prograin must be thoroughly

competent within the discipline, and also capable of assessing and demanding allthe resources required to meet the individual needs of the child.A flexible and comprehensive program must be formulated to meet the variedneeds of handicapped children: diagnmis in early childhood and continued
re-evaluation, special sequential curriculum planning, family counseling, habili-tation and rehabilitation, health services, recreation and vocational training.The Board ef Education has never formulated plans for the education of all the
schoolaged handicapped children of the District of Columbia. This has been re-flected in the perennial low priority given Special Edu..:ation in its budget requests.The results of the tuition grant program have been costly and the number ofstudents served and the types of services rendered have been limited. Whereas thenumber of applicants far exceeds the number of grants given, thereby creating along waiting list, evidence indicates that the most severe cases of the handicappedhave not been the ones granted funds in numerous instances. Further, privateinstitutions serving recipients of tuition grants have not been inspected regularlyfor adherence to acceptable operating standards and to non-discriminatory pro-visions for student enrollment and professional staff.

The Task Force recognizes the inadequate physical plants and facilities in ourpublic school system for handicapped children. It is obvious that school plannersmust reorient their thinking if the exceptional child is to be assured his share ofthe total classroom space and equal educational opportunities.It is recommended that.
Special education programs and any related diagnosis, evaluation and place-
ment procedures be under the Associate Superintendent of Special EducationalPlanning and that there be appropriate transfer of diagnosis and placementactivity and necessary staff from the Department of Pupil PersonnelServices.2
All administrative staff positions of the Department of Special Education bereviewed in terms of:

ualifications and effectiveness of the person filling the position.
ltesponsibilities assigned to the position.

An administrator directly responsible to the Associate Superintendent ofSpecial Educational Progamming be designated to investigate funds availablefrom Federal, municipal, and private sources to finance programs for thehandicapped.
A professional advisory board be provided for each disability area withinthe Department of Special Education. The Board would advise on policies,curriculum, and quality of services offered.
Paid consultants be available to the Department of Special Education toassist where required in the technical aspects of special educational pro-gramming and for medical, psychological, sociological, and ps_ychiatric areas.An intensified career development program be established within the Depart-ment of Special Education, and that the Department share in the respon-sibility for finding gainful outside employment for handicapped youthsand young adults, as well as within the school system itself.
A qualitative long-range program be developed immediately to meet the needsof the educable mentally retarded (EMR) and the trainable mentally retarded(TMR) in the D.C. *Public Schools, including job training in the community.No child be excused from attending public schools because of handicappingconditions.

I Passim, jcePorit 1985-68.
Letter, unauman, Task Force on Special Education to Dr. Hugh Z. Scott, AIM 1, 1971.stronglY urging this recommendatton for inclusion in reorganisatdon plans.
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The tuition grant program be carefully reviewed with emphasis on:
The appointment of a qualified person whose sole responsibility is the

tuition grant program.
An open registry.
Continuous on-site evaluation of all facilities receiving children on

grants.
An individual assessment of each child currently on a grant by a source

other then the institution receiving the grant.
Limitation of grant awards with priority given to those whose needs

needs cannot be met in D.C. Public Schools.
A review of the present system of record keeping and revision of process-

ing methods.
A complete re-evaluation of all children presently enrolled in TMR

classes.
The Department of Special Edlication assuming the responsibility for

finding private facilities for handicappei children.
A liaison being established with the Services Administration with

an eye toward separating education and living portions of the tuition,
and sharing the cost between the two departments.

The current tuition grant program being phased out as soon as it becomes
operationally feasible to supplant such programs with adequate services
within the D.C. Public Schools. To meet these objectives, enough fundsshould be sought in the Fiscal Year 1972 budget (or supplementary
appropriations), by either seeking an increase in tuition grant funds orthe establishing of required classes.

The Superintendent issue instructions to buildings and grounds for theimmediate revision of all plans for schools either proposed or presently underconstruction for the purpose of including physical provisions (ramps, rails,elevators, etc.) to allow for the integration of handicapped children into theregular educational mainstream.
A complete survey of existing school facilities be made to determine whatphysical changes are feasible to provide for the handicapped.
The original budget set up by the Department of Special Education based onthe actual needs for educating all exceptional children be submitted to the
Congress. Any modifications which have been prepared by the school and/or
city budget offices should be submitted under separate cover.
Budget requests report the previous year's allocation in terms of the amountof the request by program ar the actual amount spent.
All program facilities, services, and personnel earmarked under Special Mu-
cation must be placed under the administrative and fiscal control of the As-
sociate Superintendent for Special Educational Programming.

III. STAFF
Conclusions

It has been found that the present certification requirement of six semester
hours for Special Education teachers in the District of Columbia is totally inade-
cluate and is not compatible with existing licenses in the Metropolitan Area.
Remarkable teachers and other professionals who wish to work in Special Educa-
tion, however, should not be turned away by a narrow and over-literal construc-
tion of the certification rules by overlooking those with outstanding records and
qualifications. The Task Force emphasizes some prime qualifications for Special
Education teachers and other professionals not generally found in conventional
job descriptions:

--The ability to communicate effectively with regular teachers, parents, and
children.

The ability ;And willingness to function as a member of a team opeartion.
A tolerance for the frustrations and ambiguities of a large school system with

all of its inevitable quirks, deadfalls, and petty politicking.
The k low-how and ability in certain Special Education posts to direct group-

orier ad techniques and other "systems" psychological work.
The acceptance of the importance of thinking and acting in terms of the

child's home and neighborhood environment, as well as of the child's school
environment.

It i.. recommended that.
Teacher certification requirements in Special Education be updated to 18
semester hours, to include a 6-hour supervised practicum with exceptional
children.
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A high standard of certification be maintained, with an insistance on attract-ing persons committed to the education of handicapped children.A committee with representation from the Departments of Instruction andSpecial Education be established to set performance standards for specialeducation personnel.
Suitably trained counselors be available in each elementary and secondaryschool as the first and primary contact for the classroom teacher in the initia-tion of the referral process.
Priority consideration be given to proposals for the recruitment of specialeducation staff, including the allocation of a minimum of $3,000 for thispurpose.

IV. INSTRUCTION AND PUPIL PLACEMENTConclusions
There is sufficient evidence from interviews and testimony of teachers andparents, from previous studies and working party reports, from records of variousevaluation lenters, etc., that there are large numbers of youngsters in manyclassrooms who are not developing potentialities optimally for a variety of reasons.It is the contention of this subcommittee that services to special education childrenshould begin and if possible end in the regular classroom; that special servicesincluding self-contained classrooms, residential placement, and supportive pro-grams act as supplementary devices to augment the regular program. There is apervasive need for recasting special educational programs and for a reorientationof staff members toward appropriate concepts for the development of exceptionalchildren.

Instruction
It is recommended that:

A program be established of differentiated staffing for teachers and related staffwith the goal that there be at least one educational a.ssistant to each classroom.
Teachers and other professional staff be provided direct technical supervisionat least once a month and that peer group evaluations be conducted system-wide.
Non-professional aides receive a special orientation and a comprehensive
career-oriented training program.
Staff be trained in the skill of case recording procedures and the use of instru-ments for needs assessment.
Centers be established to provide training in homemaking skills, familyfamily management, child rearing, personal care, work habits, and communityliving for exceptional children.
Resource center funding be sought (Sec. 621(a) Education of the Handi-capped Act.) to meet special needs of the handicapped.
Adequate counseling services be available to all children.
Vocational training programs and sheltered workshops be expanded.Selection of material for instruction be determined by teachers and appro-priate staff personnel in a coordinated fashion combined with the flexibilityof the teacher to devise techniques and materials for instruction.
There be a strong emphasis on Black experience in the instructional program.Instructional devices and technical equipment be upgraded, and utilized asappropriate to the needs of the individual child.
Ilexible scheduling be implemented.
Appropriate activities be provided for children with health problems (notsevere enough for Sharpe) when physical education is inadvisable.

Evaluation
It is recommended that.

Follow-up procedures be established and records maintained with infor-mation to be communicated between concerned departments and communityagencies.
A mandatory, comprehensive, and continuous assessment of all childrenand provisions be available for periodic feedback to parents, teachers,principals, and other supervisory staff.
A special education cumulative record be established for each pupil toinclude the following:

Medical examination and history;
Social work history;
Nutritional patterns;
Psycho-educational information.



361

Placement
It is recommended that.

A special education curriculum guide be established and implemented by
September 1972.
The Department of Special Education be the principle placement agency for
au children found to be exceptional.
Special education children have opportunities to interact with their more
normal peers to stimulate achievement and promote social competencies.

V. SPECIAL SERVCIES
Conclusions

The current facilities and programs for the disagnosis and continuing evaluation
of children in need of special learning assistance are completely inadequate. Also,
there is much confusion expressed by staff of responsibilities between the Depart-
ment of Special Education and other D.C. agencies. The D.C. Public Schools
have stated their responsibility in improving the mental health progam of
children as a shared one with other community human service agencies. However,
they stress the need for reassessment of the essential requirements of the program.
Additionally, the inconsistency in job qualifications, performance expectations,
or role definitions for the conuseling staff, in conjunction with the absence of
in-service training opportunities and inadequate supervision, result in ineffectual
job performance. Attention has also been focussed on the lack of overall coordi-
nation in the planning of bus transportation, a service completely outside the
jurisdiction of the Department of Special Education.
Diagnostic and Evaluative Services

It is recommended that.
The Special Education Department would take charge, not only of intake
and placement, but also of organizing educational services, * * *.1
The Department of Special Education establish a set of specific procedures
for processing and follow-up of each referral, for conferring with parents,
and for issuing necessary reports.
The Department of Special Education devise a progress chart for each child
to serve as a cumulative record.
The Department of Special Education utilize contract services of diagnostic
centers with other agencies by accepting their reports and processing them
according to established procedures.
The Associate Superintendent provide for direct referrals from medical
personnel, diagnostic centers, community health resource agencies and others.
A. functional liaison be established with the Health Department.
Bus transportation be arranged by assignment of a liaison to special education
to assure the timely delivery of pupils at designated sites and that buses be
available for special occasions.

Medical and Dental Services
It is recommended that.

Diagnostic studies of children in the public schools be extended to Lead
Poisoning, Iron Deficiency, and Sickle Cell Anemia.
Clarification and formulation of policies, procedures, and areas of responsi-
bility for healthcare of children be established and directed by the Depart-
ment of Special Education, in conjunction with the Department of Human
Resources.
The first week of the school year be utilized for gross screening for visual
and auditory defects and for other educational studies and conferences
(parent-teacher) in order to plan appropriately for individual pupil needs
and placements.
The Department of Special Education coordinate information concerning
pre-school children from programs such as Project Head Start and the High.
Risk Infant Clinic in order to plan for the earliest appropriate pre-school
placements.
The Department of Special Education enlist the help of volunteer physicians
and dentists through the various medical and dental organizations, schools,
and the military.
Medical and dental consultants be assigned to the Department of Special
Education, each for time as minimal.

Excerpt from Passow Report, 19133-83.
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Mental Health Services
It is recommended that.

An appropriate mental health program be established to provide services
to children, their families, and to the Department of Special Education.
Adequate psychological, psychiatric, sociological consultants service be madeavailable.

Counseling Services
It is recommended that.

All parents be strongly urged to participate in counseling sessions as part.of the admission process.
Transportation Services

It 18 recommended that.
* The position of Transportation Officer for Special Education be establishedto carry liaison functions.

A sc.ries of orientation sessions as well as periodic training sessions be plannedfor bus drivers an aides to assist them in learning safety rules and the multiplefacets of their assignments.
Lunch Services

It is recommended that.
Free lunches be provided for all handicapped students without regard to.parent income.

VJ. STAFF DEVELOPMENT
Conclusions

A persistent, overriding concern evidenced in interviews, testimony, newspaperreports and previous study group reports has been the quality of teaching andteachers in the Special Education programs. Reported weaknesses in universitypreparation and in certification licensing requirements have been very disturbing.A major area of deficit that is a key to effective programming is the ability toassess children's learning problems through educational testing. Much of thiscan be done by training classroom teachers in these techniques.
If individualized diagnostic teaching and multi-sensory approaches are to.be stressed, then personnel in charge of orientation and inservice training mustemploy these methods with teachers. If a major goal is to gain the maximum par-ticipation and involvement of children with subject matter, then training sessionsfor teachers need to be programmed to achieve these same goals.
It was the purpose of this subcommittee to examine the evidence and consider

some techniques whereby, this present staff, given its present lithitations of back-ground, might be provided with the upgradg of skills and knowledge to meet.the challenges inherent in the proposed new emphasis in Special Education.
Qrientation

It is recommended that.
A ,planned full-day orientation to the philosophy and goals of the SpecialEducation Department be held for all personnel, teachers, and para-professionals each year.
A handbook containing policies practices, and departmental objectives bedeveloped and issued to all memLers of the Department of Special Education.A major effort be made to inform at/ personnel in the D.C. Public Schools ofthe philosophy and goals of the Special Education Department.

In-Service Training
It is recommended that.

All staff development meetings, workshops, and institutes have specificwritten objectives and be evaluated in terms of stated objectives.
A sequence of in-service experiences for each year be planned by the Depart-ment of Special Education allowing sufficient leadtime for implementation.
Special education teachers be brought into contact with the most qualifiedprofessionals working in the field of special education through a plannedconsultant program.
A data bank be established listing outstanding specialists and theircontribution to special education.
The Superintendent of Schools develop and present a plan to the Board whichallows the equivalent of day per week for in-service training, and staffdevelopment programs.
Training in educational assessment be a major focus of the in-service program._

V
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VII. SPECIAL EDUCATION AND THE COMMUNITY
Conclusions

Noticeable polarity exists between the Department of Special Education and the
Community. In fact there has been a consistent lack of community contact and
involvement. Investigation has revealed few, if any, cooperative special education/
community projects and no systematic departmental information dissemination
process. Much of the difficulty could be eliminated or at least diminished through
a stronger school/home relationship program. That is, a more structuredmore
defined home support system should be developed to: (1) utilize parents in a
reinforcement manner; (2) gain valuable knowledge about the child in the home
settins; and (3) get the parents help in individual child program development.

It is important that the community, be involved in special education at the
planning, development, and evaluating levels. Another critical area of concern is
legislation for the handicapped. Community pressure as lobbyists "On the Hi il",
as consultants and planners could do much to provide clout and support for
special education.
Parent and Adult Information

It is recommended that.
Outreach agencies (Urban League, NAACP, UPO, etc.) have clearly
delineated information relating to process application, mechanics, etc., of
grants and services in special education needs.
Dissemination of information seek to include all community facilities which
have a direct relationship to the Department of Special Education.
Spot announcements on TV, radio, and all other communication media be
utilized to make special education services known to the citizenry at large.
The Division of Special Educational Programming include an Information
Center for Handicapped Children with functions such as:

The Center be staffed to permit an ombudsman role, as advocate for
the parent and child, with sufficient independence to permit exposing
obstacles, gaps or irritants in order to get what the child needs.

A community-school coordination element to inform the community
about special programs and rights of children to special education,
with concentrated effort on reaching inner-city parents.

Community Aides be hired in the Division of Special Educational Program-
ming for the expressed purpose of working with the commmity and profes-
sionals in their area.

Citizen Participation in Decisionmaking
It is recommended that.

Any and all advisory committees in existence be dissolved and the Task
Force on Special Education be reconstituted to form an advisory committee
to the Department of Special Education, which will include parents, teachers,
and other professionals to encourage more citizen participation in decision-
making and implementation.
From this group an executive committee be formed (not in excess of 7) to
monitor recommendations and implementation.

Inter-Group Relationships
It is recommended that.

Appropriate liaison be established with all the agencies whose area of major
function relates to servicing special needs of youth including: medical,
educational, mental health, and other human resources.
The Special Educational Programming Division should serve the initial
leadership role in self actualization and community understanding.

VIII. PRIMARY AND SECONDARY INTERVENTION

Conclusions
There is no pre-school screening and diagnosis in the D.C. School System and

yet, surrounding jurisdictions have successfully operated such programs. The
lack of adequate in-school screening programs of the D.C. Public Schools prevent
proper detection of children with handicapping conditions. A successful screening
program requires responsive and available resources to meet and treat the children
detected. Currently, non-public schools specializing in teaching or training handi-
capped children have been relied upon to carry the responsibility of providing
quality programs. But, these schools can only serve a limited number of children
with literally hundreds of D.C. Public School children on waiting lista.

75-590--72-----24
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It is recommended that.
Plans be developed and funds sought to initiate an early intervention programoperated with the cooperation of the D.C. Department of Human Resourcesand the Department of Special Education.
Additional funding of an estimated minimum of $250,000 be included in thenext supplemental budget request to provide for personnel and programs.Required funds be sought directly from H.E.W. to provide for an adequatein-school screening program.
The Superintendent of Schools through the Board of Education direct aletter to the Mayor requesting an estimate from the Department of HumanResources as to the annual fundingrequirement to carry out such a program.Ways be sought by the Department of Special Education to meet immediateand continuing educational needs of those children on waiting lists.

Summary
The Task Force has, in the course of its work, established the fact that there is amassive deficiency of services for exceptional children in the D.C. Public Schools.Literally thousands of children are not receiving the education they need. This isthe result of widespread inadequacies in the impetus of the educational systemand the attitudes of apathy in the community at large.The Task Force has made a number of specific recommendations toward mitiga-tion of the circumstances contributing to the cycle of longstanding neglect of thechildren in our city. We feel that the matter of excellence in education and deliveryof supportive services is of the greatest urgency and highest priority. It demandsimmediate implementation.
This Task Force refuses to be engaged in another exercise in futility and willnot abandon its charge until there is a positive response to the problem.



LAW DIGEST: EDUCATION OF HANDICAPPED CHILDREN

DISTRICT OF COLUMBIA 51-1 (OCTOBER 1971)

Right to an education
Compulsory Attendance Law: All children between the ages of seven and 16 are

subject to the compulsory education requirements. (Sec. 31-201 Rev. Stats.)
The District of Columbia board of education may issue a certificate excusing a

child from attendance if the child is found mentally or physically unable to profit
from attendance in school, upon examination ordered by the board. If the examina-
tion shows that the child may benefit from specialized instruction adapted to his
needs, he shall attend IF such instruction is available. (Sec. 31-203 Rev. Stats.)
Population

Statutes contain no specific provisions for the handicapped in this area.
Identification and placement

Census: The commissioner of education is directed to ascertain the number of
blind children and deaf children resident in schools in the District of Columbia over
the age six and under age 18. (Sec. 4864 Rev. State.)
Administrative Responsibility

Special education in the District of Columbia is under the supervision of the
board of education. (Public Law, 254, Organic Law of 1906, Sec. 2)
Planning

Statutes contain no specific provisions for the handicapped in this area.
Finance

Statutes contain no specific provisions for the handicapped on this area.
Administrative Structure and Organization

Statutes contain no specific provLions for the handicapped in this area.
Services

Statutes contain no specific provisions for the handicapped in this area.
Private

Statutes contain no specific provisions for the handicapped in this area.
Personnel

Statutes contain no specific provisions for the handicapped in this area.
Facilities

Statutes contain no specific provisions for the handicapped in this area.

"Special EducationA Proposed Model Law" by National Association for
Mental Health, 1800 North Kent Street, Arlington, Va. 22209

NATIONAL ASSOCIATION FOR MENTAL HEALTH, NOVEMBER 1970

SPECIAL EDUCATION: A PROPOSED MODEL LAW

PREFACE

In introducing this modal law, the NAMH Council on Childhood Mental
Illness urges you to use this as a guide in examining your state's educational
law(s) for hanclicapped children.

The Council wishes to express its reservations in placing "special" children
in "special" classes merely to receive funding from the state Board of Education
and cautions the Divisions to be aware of this. The Council urges early or partial
return to regular classes.

(365)
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INTRODUCTION

The basic philosophy of the model law on special ed nation for handicappedchildren is what is supposed to be, at least in theory, universally accepted in oursociety. This is the basic right of all children to an effective, free public educationcommensurate with their needs. For too many of those children with handi-caps in our soeiety, however, such education has not been and is not now avail-able. The handicapped individual, whether he be a child or an adult, is in realitya second class citizei), excluded from many of the opportunities that most ofus take for granted. Bacause of this, the handicapped child and his family needmore help than is currently available in most communities to obtain the specialeducational services to which the child is morally entitled.The purpose of the proposed model law is to develop a statutory model thatwould provide special education for the emotionally disturbed and mentallyill child. However, if the provisions of any law providing comprehensive specialeducational programs for children with a specific type of handicap are studied, itbecomes obvious that these same statutory provisions can be used to provide simi-lar programs for children with other types of handicaps. Equally important, theseprovisions can be used to provide programs for those children having multiplehandicaps. It does not make sense, then, to limit the model law to educationalservices for the emotionally disturbed and mentally ill child only. The modellaw, as developed here, is an omnibus statute covering special educational pro-grams for all types of handicapped children and providing these children with theindividualized programs they need to develop their maximum potential.
Special education programs are expensive. In the past, the eost has seriouslylimited the number of special programs and the number of children servicedby these programs. Individual communities with their acute financial problemsneed assistance to enable thepi to develop adequate programs. Communities alsoneed to be pushed into providing these programs since the permissive approachhas not been effective in the past. With this in mind, we are proposing a mandatorylaw.
A comprehensive law on the subject of special education for the handicappedchild should: 1) cover all types of handicaps, 2) provide effective, comprehensive,and flexible programs for the several types of handicaps, and 3) be flexible enoughto allow for the application of new Knowledge and techniques without requiringchanges in the law itself. We have included these provisions in the model law.To provide flexibility, considerable latitude has been given to the State Boardof Education in the establishment of suitable regulations.
In developing a model law which can be used, with certain modifications, inany of the 50 states, there are a number of considerations. Primary among theseis the fact that existinf statutes, while fragmentary, vary substantially amongthe several states. Existing services for handicapped children also vary significantlybetween states. It is not the intent of the proposed legislation that any existingservices be eliminated. There are too few of these services now. Rather theseexisting services should be included in their present form, if compatible with theintent of the model law, or modified to fit with the proposed model. Terminologyused in the various states also varies as does the format for existing state statutes.The terminology used in the model law is representative of certain particularstates and should be self-explanatory. It must be modified to conform with theterminology used in any given state. For instance, the term "regional" is used todescribe a school district. In some states other terms such as "consolidated,"it county," "parish", etc., would be used.

It is important that the existing statutes on the subject of special education inany particular state be thoroughly studied before atte.mpting to adapt the modellaw to this particular state. Existing statutes should be included where appropriate,repealed if necessary, or modified as required to make them compatible with themodel law.
The model law contains 18 sections. The first 18 septions constitute the per-manent portion of the law. Sections 17 and 18 provide for the inital funding andestablish the date of implementation. These sections are necessary only for theinitial implementation of the law. Based on the general philosophy alreadyoutlined, the model has been developed in a specific, comprehensive faslion.Each of the 18 sections has an individual statement of purpose which indicatedthe specific provisions intended to be provided for uncler that section. Thesestatements of purpose are not, of course, part of the model law itself.
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The model special education law uses the following format:

A. Slate Board of Education
Section 1. Protects the rights of personsbenefiting from special education services.

Section 2. Defines the responsibility and authority of the State Board of
Education.

Section 3. Provides that the State Board of Education is the coordinating
agency in matters of special education.

Section 4. Establishes a Bureau of Special Education to coordinate activities
within the State Department of Education.

Section 5. EstablMes an Advisory Council on Special Education within the
State Department of Education.
B. Definitions

Section 6. Defines the several kinds of handicapped children included under
the act and defines special education.
C. Children and Services

Section 7. Provides for identification of children by local school districts,

for the prescription of educational services to fit each child's individual need and
for the periodic review of both evaluation of each child and his educational
program.

Section 8. Defines the special education programs required and allows alter-
nativt,3 fo:- the local schools in providing them.

Stiel.ioe A. Provides for vocational and rehabilitation programs.
Seetion tO. Provides for a program of parent education to improve school-

hcm. tr:ordination.
section 11. Provides a formal review and appeal procedure to protect both the

child and the school system.
.D. Personnel Training

Section 12. Provides graduate and under-graduate teacher and other personnel
training scholarships in special education.

E. Financial Aid
Section 13. Defines the items used to calculate the reimbursible cost of special

education.
Section 14. Provides the formula for state aid to special education and the

method of payment.
Section 15. Provides construction grants for cooperative or regional special

education facilities.
Section 16. Allows state or local boards of education to receive gifts to be used

for special education.
F. Implementation

Section 17. Appropriates the monies required by the state for the initial fiseal
period to implement special education.

Section 18. Fstablishes the effective date for implementation of special
education.

Section 1: Rights of Citizenship Protected. A finding of entitlement to, or need
for, a particular special education program shall not, of itself, operate to create
the status of "incompetency", or serve as a basis of exclusion from any benefit,
entitlement or right of citizenship to which the person would otherwise De entitled.

Purpose.To protect _persons 1 clentiiied as eligible or special education serv-
ices from exclusion, by that fact alone, from any benefits or rights of citizenship
to which otherwise entitled.

Section 2: State Supervision and Responsibility. The State board of education
shall provide for the development and supervision of the educational programs
and services for children requiring speeial education. Said board shall lave the
authority (a) to make regulations to implement the provisions of this act; (b) to
provide and establish standards for the education or special education of all
children in institutions opetated by the state; (c) to supervise the edueational
interest of all children requiring special eciumi;liel I.^ any private child-caring
institution school, nonprofit ornizatioa, or other facility within or outside of the
state; and, (d) to establish, maintain, and operate necessary facilities not other-
wise established.
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Purpose.To define the responsibility and authority of the state board of
education in developing and supervising special education programs in the public
schools and protecting the interests of those children requiring special education.

Section 3: Coordination Agency. The state board of education shall be the
ageney for cooperation and consultation with federal agencies, other state agencies,
and private bodies on matters of public school education of children requiring
special education, reserving to other agencies their full responsibilities for other
aspects of the care of such children.

Purpose.To identify the state educational agency responsible for coordination
with federal and other agencies of matters involving special education in tho public
schools.

Section 4: Bureau of Special Education. (a) There shall be established, within
the state department of education, a bureau of special education. Said bureau
shall be responsible within said department for the development and supervision
of educational programs and services for children requiring special education
and shall develop for approval by the state board of education regulations and
standards as required to carry out the provisions of this act. (b) Said bureau shall
be responsible within said department for the supervision of the educational
programs of all children reqidring special education who are residing in or attend-
ing any public institution or any private child-caring institution, school,
nonprofit organization, or other facility within or outside of the state. (c) Said
bureau shall be responsible within said department for review and appeal hearings
as provided in Section 11 of this act. (d) Said bureau shall have the responsibility
within said department for maintaining and reviewing all records as required
under Sections 1 to 16, inclusive, of this act. (e) Said bureau shall provide pro-
fessional consultants qualified in the several areas of knowledge necessary for
the education of educationally handicapped children.

Purpose.To provide within the State Department of Education a section
with specific responsibility for the education of handicapped children.

Section 5: Advisory Council on Special Education. (a) There shall be an advi-
sory council on special education to the state board of education. Said advisory
council shall be comprised of not more than 15 members, excluding the repre-
sentative of the state board of education who shall serve as an ex-officio member
without vote. Said council shall elect a chairman from among its members annu-
ally. (b) On or before the state board of education shall appoint for
terms of one year, seven members of the advisory council on special education
and for terms of two years, eight members of said advisory council. Thereafter,
all members of said advisory council shall be appointed for terms of two years
each. Such advisory council members shall be lay citizens and professionals who
have a major concern for the education of educationally handicapped children.
(c) The advisory council on special education shall meet at least four times each
year, and shall study, evaluate, and prepare recommendations on any matter
referred by the Aate board of education or on any other pertinent matter. Said
advisory council shall submit a written report of its activities and findings annu-
ally to the state board of education. The state board of education shall assist
said advisory council in obtaining any appropriate information and date which
will enable said advisory council to carry out the functions carried out herein.
(d) Members of the advisory council on special education shall recieve no com-
pensation for their services, but shall be reimbursed for any expenses encurred
in the performance of their duties.

Purpose.To provide within the State Department of Education an Advisory
Committee on Special Education composed of both concerned citizens and pro-
fessionals to study and evaluate the effectiveness of special education programs.

Section 6: Definitions. For purposes of this act, (a) "Special education" means
special classes, programs, services, or training de.signed to meet the educational
needs of educationally handicapped children. (b) "Child" means any person
under twenty-one years of age. (c) An "educationally handicapped child" means
a child who deviates either intellectually, physically, socially, or emotionally
so markedly from normally expected growth and development patterns that he
is or will be unable to progress effectively in a regular school program and needs a
special class, special instruction, special services, or special training. (d) "Children
requiring special education" includes any educationally handicapped child who
is mentally retaided, pnysically handicapped, hearing impaired, blind, socially
and emotionally maladjusted, neurologically impaited, perceptually impaired,
or suffering any other identifiable learning disability which impedes his rate of
development, or any combination of such conditions. (e) A "mentally retarded
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child" means an "educable" or "trainable" mentally retarded ehild who, by reason
of retarded mental development, is not capable of fully profiting from the regular
educational programs of the public schools and requires speeial education. An
"educable mentally retarded child" means one who, at maturity cannot be ex-
pected to attain a level of intellectual functioning greater than that commonly
expected from a child of twelve years of age but who can be expected to attain
a level of intellectual functioning greater than that of a seven-year-old child.
A "trainable mentally retarded child" means one who, at maturity, cannot be
expected to attain an intellectual functioning greater than that commonly expected
of a seven-year-old child. (f) A "physically handicapped child" is one who, because
of some physical handicap, is not capable of fully profiting from the regular edu-
cational programs of the publie schools and requires special education. (g) A
"hearing-impaired child" is one who, because of deafness or a severe hearing loss,

is not capable of fully profiting from the regular educational programs of the
public schools and requires special education. (h) A "blind child" is one who,
because of severe visual impairment is not capable of fully profiting from the regular
educational programs of the public sehools and requires special education. (i) A
"socially and emotionally maladjusted child" is one who, because of some serious
social, mental, or emotional handicap, is not capable of fully profiting from the
regular educational programs of the public schools and requires spe.lial education.
(j) A "neurologically impaired child" is one who because of an impairment of
the brain or central nervous system, is not capable of fully profiting from the
regular educational programs of the public schools and requires special education.
(k) A "perceptually impaired child" is one who, because of a serious perceptual
impairment, is not capable of fully profiting from the regular educational Orograms
of the public schools and requires special educational programs of the public

schools and requires special education. (1) "Learning disabilities" shall be defined
by regulations of the state board of education but shall not include any handicap
as defined in subsections (e) to (I:), inclusive, of this section. (m) 'School-age
children" are those who have attained the age of five years or that age at which
they would normally be eligible for kindergarten programs, whichever is younger.

PURPOSE: To define the various types of handicaps, special educational services

and children involve(' in special education.
Section 7: Identification and Prescription of Services. (a) The board of education

of each local or regional school district shall identify all children requiring special
education within its jurisdiction, maintain records of all such children and shall
make such reports as the state board of education may require. The board of edu-
cation of each local or regional school district shall make provision for all profes-
sional services necessary for making a diagnosis and evaluation of each such child
requiring special education and for prescribing to said board suitable educational
programs for each such child. (b) The board of education (4 each local or regional
school district shall review, at least once each year, the diagnosis, evaluation and
educational programs of each child requiring special education. The board of edu-
cation cf each local or regional school district shall make provis ion for all profes-
sional services necessary for making such a review and for prescribing to said board

any changes requi.ed in the educational programs for each such child. (c) No child
shall be excluded or exempted from special education and no local or regional
F chool district shall be relieved of responsibility for the education of any child
except with the express approval of the state board of education upon appropriate
professional advice. Said board shall make recommendations, upon appropriate
professional advice, for suitable placement of any child so excluded or exempted,
shall assist in any appropi iate manner to assure the child receives adequate care,
and shall maintain records of all such children and their placement. Said board
shall review the record of each such child annually to ascertain whether said child
is (1) receiving services appropriate for his needs and (2) if the exclusion or exemp-

tion of said child from public school programs sbould be continued.
PURPOSE.To provide for the identification of all children requiring special

education in each school district.
To provide an educational diagnosis and evaluation for each child.
To provide a prescription of educational services appropriate to each child's

individual need.
To provide a periodi,, review of the diagnosis and evaluation of each child.
To control the exclthtion or exemption of children requiring special education

from school privileges.
To provide for suitable placement for any child excluded or exempted from

school privileges.
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To provide a periodic review of both the placement and the exclusion or exemp-
tion from school privileges.

Section 8: Special Education Programs and Services. (a) Each local and regional
school district shall provide appropriate special education for school-age children
requiring special education. The obligation of the local or regional school district
under this subsection shall terminate when such child is graduated from high school
or reaches age twenty-one, whichever occurs first. (b) Each local and regional
school district shall provide appropriate special education for children requiring
special education who have not attained school age but whose educational poten-
tial will be substantially increased by special education at an early age. The state
board of education shall define the criteria by which a local or regional school dis-
trict shall determine whether a given child is eligible for special education pursuant
to this subsection (b), and such determination shall be made by the school district
when requested by a parent or guardian, or upon referral by a physician, clinic,
psychologist, social worker or other professional, provided the parent or guardian
so permits. (c) Any local or regional school district may combine with one or more
other local or regional school districts to provide such special education or may
provide such special education in another local or regional school district by pay-
ment of tuition. (d) Each local or regional school district providing special educa-
tion for children requiring special education pursuant to the provisions of subsec-
tions (a) to (c), inclusive of this section, shall provide transportation for each such
-child receiving such special education. (e) Any town or regional school district
shall, with the consent of the parent or guardian of a child requiring special edu-
cation and with the approval of the state board of education, provide for such
special education for said child in a private school or public or private institution
within or outside of the state, when appropriate special education is not available
in th- public schools of the said school district or in another local or regional school
district. Each local or regional school district providing special education pursuant
to the provisions of this subsection (e), shall provide tuition, transportation, room
and board and other items relevant to the education of each such child. (f) Each
local or regional school district shall provide for appropriate special education for
school-age children requiring special education who, because of medical, psychi-
atric, home situation or other non-educational reasons must be placed in a private
school or public or private institution even though special education appropriate
for such child is available in the public schools of the said school district or in
another local or regional school district. Each local or regional school district pro-
viding special education for children requiring special education pursuant to the
provisions of this subsection (f), shall provide special educational services as
defined in regulations established by the state board of education. Said special
tducational services shall not include board and room, therapy or other non-
educational costs.

Purpose.To provide inandotory special education for all educationally
handicapped children of school age.

To provide mandatory special education for those pre-school educationally
handicapped children who require the special educational services at an early
age.

To allow school districts to combine or work cooperatively to provide special
education.

To allow school districts to use private schools, or other available resources
to provide special education in those cases it is not practical to provide special
education in the public school system.

To make local or regional school districts responsible for the educational needs
of those children who must be institutionalized for other than educational reasons.

To require school districts to provide transportation for all children requiring
special education.

Section 9: Rehabilitation Services. (a) Any local or regional school district,
with the consent of the parent or guardian of a child requiring special education
c.nd with the approval of the state board of education, may enter into a contract
with any sheltered workshop, Tehabilitation center, or other agency in order
to provide an educational occupational training program for said child, provided
said child is fourteen years of age or over. (b) Each local or regional school district
shall provide transportation for each such child attending such educational
occupational training program.

Purpose.To provicle vocational training and rehabilitation services for those
children requiring special education who require these types of services.
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Section 10: Parent Counseling. Any local or regional school distriot may develop
and provide, with the approval or the state department of education, a program
of education and counselling for parents of children receiving special education
as provided by said district. Said program shall be for the purpose of assisting
anal improving the educational development of such children.

Purpose.To assist parents in understanding their handicapped children so
they can effectively cooperate with the public school special education program.

Section 11: Review and Appeal Procedure. (a) A parent or guardian of an
educationally handicapped child or the board of education responsible for provid-
ing special education for such a child, with due cause, may request in writing to
the state board of education, a review of : (1) diagnosis, (2) evaluation of edu-
cational programs provided for such child by the local or regional board of edu-
cation, or (3) the exclusion or exemption from school privileges of such child by the
local or regional board of education. (b) The state board of education shall, on
receipt of request for such review, establish a hearing board of not less than three
persons knowledgeable in the fields and areas significant to such educational
review of said child. Membei a of the hearing board may be employees of the
state department of education or may be qualified persons from outside said
department. No person who participated in the previous diagnosis, evaluation,
prescription of special educational services, and other educational records of said
child, which records shall be furnished by the local or regional board of education,
and may hear such additional testimony as the hearing board shall deem relevant.
Said board may require a complete and independent diagnosis, evaluation and
prescriptk n of educational programs by qualified persons, the cost of which
shall be paid by the state board of education. (d) The hearing board shall have
the authority to confirm, modify, or reject any diagnosis, evaluation, educational
program prescribed or exclusion or exemption from school privileges and pre-
scribe alternate special educational programs for the child. Appeal from the
decision of the hearing board shall be to the (appropriate) court in the district of
residence of said child.. (e) Members of the hearing board, other than those em-
ployed by the state department of education, shall be paid reasonable fees and
expenses as established by the state board of education.

Purpose.To provide a formal review and appeal procedure at state level,
prior to referral to the courts, to protect the child from inadequate or inappropriate
educational services said to protect the school system from unreasonable demands
by_parents

Section 12: Training of Professional Personnel for Children Requiring Special
Education. (a) Annually, on or before July first, the state board of education
shall determine those areas of special education in which shortage of professional
personnel exists. (b) The state board of education may provide scholarship aid,
in an amount determined by said board and subject to appropriations therefore,
for 13raduate or undergraduate students in any area of special education in which
said board has determined a shortap of professional personnel exists under pro-
visions of subsection (a) of this section. (c) Applications for scholarship aid shall
be made in accordance w;th procedures established by the state board of edu-
cation and to be eligible for such scholarship aid any applicant shall attend a
program approved by said board in an institution within ir outside of the state
and said applicant shall agree to teach children requiring special education in
(state) for at least three years.

Purpose.To provide financial assistance to stimulate and encourage the
training of teachers and other professional personnel needed for the growing
field of special education.

Seetion 13: Definition of Terms Used in Formula for State Aid for Special Edu-
cation. For purposes of reimbursement under Section 14 of this act, (a) "Special
education personnel" includes -1- person engaged in special education, or any
person being provided training in identifying, handling or educating educationally
handicapped children, in accordance with sections 1 to 16, inclusive, of this act.
(b) "special education equipment and materials" means such equipment and ma-
terials as are used primarily to implement special education in accordance with
sections 1 to 16, inclusive, of this act. (c) "Special education tuition" means the
tuition, board, room and other fees paid to another public or private school,
public or private agency or institution by a board ofeducation to meet the educa-
tional needs of children requiring special education asprovided in sections 1 to 16,
inclusive, of this act. (d) "Special education transportation costs" are the amounts
paid by a claimant local or regional board of education for transporting any child
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to and from any clinic, physician's office, agency or institution to which the board
requests the child to go for the purposes of determining the need for special edu-
cation and amounts paid for transporting such child to and from any school,
agency or institution for the purposes of special education. (e) "Special education
rent" means any expenditure for rental of space or equipment to implement special
education in accordance with sections 1 to 16, inclusive, of this act. (I) "Special
education consultant services" means non-instructional services rendered, con-
cerning children requiring special education, by professional persons other than
employees of the local or regional board of education for programs approved pur-
suant to said sections 1 to 16, inclusive, of this act. (g) "Islet cost of special educa-
tion" means the result obtained by subtracting from the expenditures made by a
claimant board for special education personnel, equipment and materials, tuition,
transportation, rent, and consultant services, the total amount of any funds from
other state or federal grants, private grants or special education tuitionreceived by
a claimant board in such year and used to implement special education programs
approved pursuant to sections of this act.

PURPOSE.To define those items involved in providing special education
programs and services that are included in the costs being reimbursed by the state.

Section 14: State Aid for Special Education, (a) Each local or regional school
district which provides special education, in accordance with sections 1 to 16,
inclusive, of this act, for any educationally handicapped child shall receive a giant
equal to seventy-five per cent of its net cost of special education. Applications
for such grants shall lie made to the state board of education by such local or
regional school district at such time and in such form as said board may designatt,
and such grants shall be payable in two installments the first not later than the
first day of October and the second not later than the first day of February in
such school year, the first installment to be in an amount equal to fifty per cent
th2 estimated cost of such special education for such school year, hub.ect to a d.ust-
ment to the actual net cost of such special education at the end of F uch scholo
the estimated cost of such special education for such school year, subject to adjust-
ment to the actual net cost of such special education at the end of such school
year, and he second installment to be in an amount equal to twenty-five per
cent of the total net cost of such education for such school year subject to the
same adjustment. (b) The state board of education shall periodically review and
audit grant payments authorized under this section of this act in order to deter-
mine actual net cost of the special education for which such payments are made.
Within sixty days after the close of each school year, any local or regional school
district which haa received a grant under this section of this act shall file a financial
statement of expenditures in such form as the state board of education may pre-
scribe. If the state board of education finds that the grant exceeds seventy-five
per cent the actual net cost of special education, said board shall require repayment
of such funds to the state.

Purpose.To provide state financial assistance to local and regional school
districts for special education programs and to prepay such assistance to mini-
mize the financial impact involved in the development of an effective program of
special education.

Section 15: State Grants for Special Education Facilities. Any local or regional
schocl district which agrees to provide special education, as part of a regional or
cooperative plan approved by the state board of education, for children requiring
special education for one or more other local or regional school districts shall be
eligible to receive a grant in an amount equal to the net cost to such school district
of providing, constructing or reconstructing and equipping appropriate facilities
to be used primarily for children requiring special education. Said facilities shall
be approved by the state board of education and shall be adjunct to or connected
with facilities for children in the regular school program, except when the state
board of education determines that separate facilities would be of greater benefit
to the children participating in the special education program. Applications for
grants ider this section shall be made to the state board of education at such
time and in such manner as said board may prescribe. Said board may make such
a grant in a lump sum in an amount equal to one hundred per cent of the cost of
the facilities less any other public or private grants for such purpose.

Purpose.To encourage the development of the regional or cooperative ap-
proach to special education, especially in smaller communities, by providing
construction grants for facilities and to encourage these facilities, and the special
education programs in them, to be part of the regular public school setting.
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Section 16: Receipt and Use of Money. The state board of education or theboard of education of any local or regional school district may receive money,securities or other personal property by gift, devise or bequest to be used for theeducation of children requiring special education in accordance with provisionsof sections 1 to 16, inclusive, of this act and the wisl-es of the donor.Purpose.To permit the local school systems to accept gifts to be used forspecial education.
Section 17: Appropriation. The sum of dollars is appropriated to thestate board of education for the purposes of this act for the fiscal year beginning
PUliPOSE.To provide the funds required to implement the act and fund theinitial period of operation of special educational services.Section 18: Effective Date. This act shall take effect except that expend-itures made by a local or regional board of education for special education priorto shall not be reimbursable special education costs under provisions of thisact.
PURPOSE.To establish the date at which the law takes effect and to allow asuitable period of preparation prior to this date. A period of one to two yearsshould be allowed.

0





"State Law and Education of Handicapped Children: Isspes and Recommenda-
tions" by The Council for Exceptional Children, 1411 south Jefferson Davis
Highway, Arlington, Virginia 22202

STATE LAW AND EDUCATION OF HANDICAPPED CHII DREN : ISSUES AND
RECOMMENDATIONS

(Frederick J. Weintraub, Alan R. Abeson, and David L. Braddock)

MODEL STATUTES

Every state has a comprehensive school law. It covers the organization and
functions of the one or more state education agencies, qualifications for teachers
and other school professionals, state-local relations, local public school systems,
the role of private schools, and compulsory school attendance.

For normal children, the regular school law is a sufficient and generally all-
inclusive legal basis for the free public education they receive or a prescription of
the conditions under which they may substitute private schooling.

For t he handicapped, supplementary provisions are necessary. Children who
have r -ly kinds of physical, mental, emotional, or learning impairments fre-
quently . i function in the regular public school setting only if certain aids and
auxiliary :.ervices designed to ameliorate or overcome the impediments imposed
by their handicaps are supplied. In other instances, special environments are
needed to enable the handicapped to secure the equivalent of what most children
receive entirely from the regular programs or,_ where this is impracticable, to
receive education suited to their conditions and needs. Laws in every state re-
lated to special education provide the basis on which the handicapped gain
access to the free public education, which is the responsibility of the state to
prov ide.

The following pages contain a comprehensive set of model statutory provisions
designed to provide a full legal basis for practicable and effective programs of
education for handicapped children. The intention is that they should be con-
sidered by states wishing to revise or update their laws relating to the education
of the handicapped. Since this group of children is part of the population to which
the comprehensive state school law applies and should continue to apply, the
models are designed for incorporation into that law.

States considering a major overhaul of their education statutes may wish to
regard the models taken in their entirety.as a complete set of provisions relating
to special education for the handicapped. Other states may wish to consider
some of the individual provisions for addition to the existing stattes or as sub-
stitutions for particular provisions needing improvement.

The materials are presented in a number of distinct parts. The first of them is
brief and applies to all children. It is a compulsory school attendance law in two
short sections. It is included because one of the most serious problems in attempt-
ing to secure education for the handicapped is the tendency to excuse children
with special problems from the requirements of regular school attendance. Statutes
which condone or provide for such a course signal a failure of the public educa-
tional system to reach large groups of children for which it is intended. In many
cases, they also contravene statutory or constitutional provisions which purport
to afford education for all.

The other parts are arranged as a title of a comprehensive state school law.
This title relates to special education for the handicapped. It does not replace
the regular school law but is a supplement to it.

Brackets [ I are used to set off alternative language or to indicate areas for
insertion of appropriate existing state law or policy.
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MODEL COMPULSORY SCHOOL ATTENDANCE LAW
Section I

School Attendance and Instruction Required

All children between the ages of [ I and [ ] shall attend the public schools,
or such other schools as may be approved by the [state education agency] for
the purpose of satisfying complusory school attendance requirements, and shall
receive instruction therein.
Section 2

Programs of Instruction

(a) No child shall be exempt from the requirements of Section 1 hereof, nor
shall the authorities legally charged with responsibility for the education of
children be relieved from the obligation to provide suitable instruction. The
public school authorities shall provide such special programs of education, cor-
rective and related services as may be appropriate to enable all children of the
following classes to meet the requirements of Section 1 of this Act:

1. Children who are unable to benefit sufficiently from the regular programs
of instruction by reason of their mental, physical, emotional or learning problems,
or for any other reason.

2. Children whose degree or kind of disability or illness precludes attendance
in a rei3ular school setting.

(b) A, child shall be deemed to be of the type described in subsection (a) hereof
only upon certification pursuant to rules and regulations of the [state education
agency] that he is suffering from physical or mental illness or disease of such
severity as to make his presence in a school facility or his travel to and from such
facility impossible or dangerous to his health or the health of others. For such
children, home, hospital, institutional or other regularly scheduled and suitable
instruction meeting standards of the [state education agency] shall be provided
by the public schools.

TITLE - . EDUCATION OF THE HANDICAPPED

PART I. POLICY
Section 100

Povision and Implementation

It is the policy of this state to provide, and to require school districts to pro-
vide, as an integral part of free public education, special education sufficient
to meet the needs and maximize the capabilities of handicapped children. The
timely implementation of this policy to the end that all handicapped children
actually receive the special education necessary to their proper development
is declared to be an integral part of the policy of this state. This section applies
to all handicapped children regardless of the schools, institutions, or programs
by which such children are served.
Section 101

Services Mandatory

The [state education agency] shall provide or cause to be provided by school
districts all regular and special education, corrective and supporting services
required by handicapped children to the end that they Ehall receive the benefits of
a free public eduoation appropriate to their needs. It shall be within the jurisdiction
of the [state education agency] to organize and to supervise schools and classes
according to the regulations and standards established for the conduct of schools
and classes of the public school system in the state in all institutions wholly or
partly supported by the state which are not supervised by public school authorities.
Schools and classes so established in wholly state owned institutions shall be
financed by the [state education agency].
Section 102

Preference for Regular Programs

To the maximum extent practicable, handicapped children shall be educated
along with children who do not have handicaps and shall attend regular classes.
Impediments to learning and to the normal functioning of handicapped children in
the regular school environment shall be overcome by the provision of special aids
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and services rather than by Separate schooling for the handicapped. Special classes,

separate schooling or other removal of handicapped children from the regular edu-
cational environment, shall occur only when, and to the extent that the nature or
severity of the handicap is such that education in regular classes, even with the use
of supplementary aids and services, cannot be accomplished satisfactorily.

Section 103 Facilities

Physical aspects and specifications of schools, classrooms and other facilities
for, or likely to be used by handicapped children, shall be related to their special
physicall_ educati-. i and psychological needs. To this end, school districts,
[Special Education b rvices Associations], agencies of the state and its subdivisions,
and any private pers ins or entities constructing, renovating or repairing facilities
with or aided by public funds, which facilities are expressly intented for or are
likely to be used by handicapped children, shall plan, locate, design, construct,
equip, and maintain them with due regard for the special capabilities, handicaps
and requirements of the handicapped children to be accommodated therein.

Section 104
Responsibilities

It is the responsibility of local governments and school districts to expend
effort on behalf of the education of each handicapped child equal to the effort
expended on account of the education of each child who does not have a handicap.
Any additional effort necessary to provide supplemental aids and services shall
be the ultimate responsibility of the state but shall, to the maximum extent
practicable, be administered through the local school districts.

Section 105 Private Programs

The responsibility of local governments, school districts, and the state, to pro-
vide a free public education for handicapped children is not diminished by the
availability of private schools and services. Whenever such schools and services

are utilized, it continues to be the public responsibility to assure an appropriate
quantity and quality of instructional and related services, and the protection of all
other rights, and to ascertain that all handicapped children receive the educational
and related services and rights to which the laws of this state entitle them.

Section 200
PART II. DEFINITIONS

Definitions
As used in this Title:
(a) "Handicapped child" means a natural person between birth and the age of

twenty-one, who because of mental, physical, emotional or learning problems
requires special education services.

(b) "Special education" means classroom, home, hospital, institutional or
other instruction to meet the needs of handicapped children, transportation and
corrective and supporting services required to assist handicapped children in
taking advantage of, or responding to, educational programs and opportunities.

(c) "School d.istrict" means either a school district or a political subdivision
operating a public school or public school system.

(d) "Special education facility" means a school or any portion thereof, remedial
or supplemental facility or any other building or structure or part thereof intended
for use in meeting the educational, corrective, and related needs of handicapped
children.

PART III. STATE AND LOCAL RESPONSIBILITIES

Section 300 Establishment of Division

There is hereby established in the [State Education Agency] a Division for
the Education of the Handicapped. The Division shall be headed by a Director
who shall be qualified by education, training, and experience to take responsibility
for, and give direction to, the programs of the [State Education Agency] relating
to the handicapped.
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Section 301
Advisory Council

(a) There shall be an Advisory Council for the Education of the Handicapped
which shall advise and consult with the [head of the state education agency] and
the Director of the Division for the Education of the Handicapped, and which
shall engage in such other activities as are herinafter set forth. The Advisory Coun-
cil shall be composed of [9] members who are not officers or employees of State
agencies and no more than [4] of whom may be officers or employees of local school
districts. The [head of the state education agency] shall appoint the members of
the Advisory Council for [3] year terms, except that of those first appointed, [3]
shall be appointed for terms of one year, [3] for terms of two years and [3] for terms
of three years. Vacancies shall be filled for the unexpired term in the same manner
as original appointments.

(b) The Advisory Council shall be composed of persons broadly representative
of community organizations interested in the handicapped, professions related to
the educational needs of the handicapped, and the general public.

(c) The Advisory Council annually shall elect its own chairman and vice
chairman. The director of the Division for the Education of the Handicapped
shall meet with and act as secretary to the Advisory Council and, within available
personnel and appropriations, shall furnish meeting facilities and staff services for
the Advisory Council. The [state education agency] shall regularly submit,
as part of its budget requests, an item or items sufficient to cover expenses of the
operation of the Advisory Council and of its members in connection with their
attendance at meetings of the Advisory Council, and other Advisory Council
act ivities.

(d) The Council shall:
I. Have an opportunity to comment on rules and regulations proposed for

issimnee pursuant to this Title.
2. Consider any problems presented to it by the [head of the state education

agency] or the Director of the Division for the Education of the Handicapped,
and give advice thereon.

3. Review the State Plan prepared pursuant to Section 400 of this Title prior
to its submission to the governor and legislature and domment thereon to the
[head of the state education agency] and the Director of the Division for the Educ-
ation of the Handicapped.

4. Make an annual report to the governor and legislature, and [the state board
of education] which report shall be available to the general public and shall present
its views of the progress or lack thereof made in special education by the state, its
agencies and institutions, and its school districts during the preceding year.

(e) Funds for the publication of the report referred to in subsection (d) of this
Section shall be made available from the regular appropriations to the [state edu-
cation agency].
Section 302

Special Education Services Association

A school district may meet its obligations to provide education, corrective, and
supporting services for handicapped children, as set forth in this Title, and in any
other laws and regulations of the [state education agency], by participating in a
Special Education Services Association established and operated pursuant to this
Title.

A Special Education Services Association may be the means whereby partici-
pating school districts perform all of their special education functions or perform
only specified special education functions. In the latter case, participating; school
districts shall continue to provide special education and related services not pro-
vided by such an Association on an individual district basis or in some other man-
ner pursuant to law.
Section 303

Area and Manner of Establishment

A Special Education Services Association shall provide services for all the area
included within the school districts participating in it. It may be established by
[resolution of each of the governing boards of the school districts participating in it]
[by vote of the electors in each of the participating school districts in the same man-
ner as a school bond referendum].
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Governing Board

The Governing Board of a Special Education Services Association shall consist
of representatives of the participating school districts. Unless otherwise provided
in a written agreement embodied in the resolutions or propositions by which the
Special Education Services Association is established, each participating school
district shall have one representative. The representatives of each school district on
the Governing Board shall be [elected by the governing board of the school district
from its own members] [elected by the voters of the school district]. Each such
representative shall have one vote on the Governing Board.

Section 305.
Powers of Governing Board

The affairs of a Special Education Services Association shall be administered
by its Governing Board, and the officers and employees thereof. A Special Educa-
tion Association shall have power to:

(a) Establish and operate programs and classes for the education of handicapped
children.

(b) Acquire, construct, maintain and operate facilities in which to provide
education, corrective services, and supporting services for handicapped children.

(c) Make arrangements with school districts participating in the Special Educa-
tion Services Association for the provision of special education, corrective,
and supporting services, to the handicapped children of such school districts.

(d) Employ special education teachers and personnel required to furnish
corrective or supporting services to handicapped children.

(e) Acquire, hold and convey real and personal property.
(f) Provide transportation for handicapped children in connection with any

of its programs, classes or services.
(g) Receive, administer and expend funds appropriated for its use.
(h) Receive, administer and expend the proceeds of any issue of school bonds

or other bonds intended wholly or partly for its benefit.
(i) Apply for, accept, and utilize grants, gifts, or other assistance, and, if not

contrary to law, comply with the conditions, if any, attached thereto.
(j) Participate in, and make its employees eligible to participate In, any

retirement system, group insurance system, or other propan of empioyee bene-
fits, on the same terms as govern school districts and their employees.

(k) Do such other things as are necessary and incidental to the execution of
any of the foregoing powers, and of any other powers conferred upon Special
Education Services Associations elsewhere in this Title or in other laws of this
state.
'Section 308

Special Education Centers

(a) A Special Education Services Association may establish and operate one
or more special education centers to provide diagnostic, therapeutic, corrective,
and other services, on a more compreheLsive, expert, economic and efficient basis
than can reasonably be provided by a single school district. Such services may
be provided in the regular schools by personnel and equipment of a center or,
whenever it is impractical or inefficient to provide them on the premises of a regu-
lar school, thE center may provide services in its own facilities. To the maxi-
mum extent feasible, such centers shall be established at, in conjunction with,
or in close proximity to one or more elementary and secondary schools.

(b) Centers established pursuant to this Section also may contain classrooms
and other educational facilities and equipment to supplement instruction andother
services furnished to handicapped children in the regular schools, and to provide
separate instruction to children whose degree or kind of handicap makes it im-
practicable or inappropriate for them to participate in classes with normal children.

(c) Centers established pursuant to this Section may include dormitory and
related facilities and services in order to permit handicapped children who may not
reasonably go to and from home daily to receive educational and related services.

(d) No facilities may be acquired or constructed pursuant to this Section unless
application therefor has been made by the Special Education Services Association
to the Division of Education for the Handicapped and a permit for such facilities
has been issued by the Division. The permit may contain such conditions as the
Division may deem appropriate to assure conformity with the policy of this Title.

75-590-42--25
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No permit shall be issued unless the Division of Education for the Handicapped is
satistiN1 that every effort has been and is being nad i accoinniodate the
educational or related services in regular school buildings or on regular school
premises, and, that separate facilities are necessary.
Section 307

Relation to School Disricts

(a) A Special Education Services Association shall provide education, corrective
and supporting services for all handicapped children who are residents thereof,
except l'or special education, corrective, and supporting services that are provided
direelty by the state, and any special education, corrective, and supportive
servicis a,s pursuant to the agreeinent under which the Association functions,
are expressly reserved for continued provision by the individual school districts.
To the maximum extent practicable, a Special Education Services Association
shall make such provision in the regular schools of the school districts served by
the Special Edncation Services Association or in its own facilities established
and operated pursuant to Section 305 of this Title. A Special Education Services
Association shall make arrangements with, and payments to, private schools,
institutions, and agencies, for services to handicapped children only if it is unable
t o provide satisfactory service with its own facilities and personnel, and the facil-
ities and personnel of its member school districts.

(b) A Special Echication Services Association shall provide home or hospital
instruction, corrective, and supporting services to handicapped children, but
only in cases where the naVate and severity of the handicap make the provision
thereof in the regular schools, or in other facilities of the Special Education
Services Association, the state, or in suitable private facilities, impracticable.

(c) A school district may qualify, for the purposes of state aid, as a Special
Edncation Services Association, if it provides a full mmplement of educational,
corrective and i4upporting services, exclusive of services provided directly by the
state, for all handicapped children resident within its boundaries. Upon application
made pursuant to Section 308(c) of thk Title the [state education agency] shall
determine whether the applicant school district meets the requirements of the
subsection.
Section 308

Application for Special Education Services Association Status

(a) Any Special Education Services Association which is in the process of for-
mation, and which proposes to qualify for state aid, shall submit the interschool
district agreement pursuant to which it proposes to function to the [state educa-
tion agency]. Such submission may be either prior or subsequent to adoption of
the agreement and the resolution or proposition required by Section 302 of this
Title but not Special Education Services Association shall receive state aid unless
it has been approved therefor by the [state education agency].

(b) The [state education agency] shall approve a Special Education Services
Association for state aid if it determines that:

1. The Association complies with all provisions of this Title, or if the Association
is not yet in operation, that it will have the resources and authority to comply
therewith.

2. The geographic area served or to be served by the Special Education Services
Association is not so locat(d or of such a configuration as to exclude one or more
other S chool di4ricts from effective participation in a Special Education Services
Association or from forming a viable Association of their own.

(c) A school district may apply for and receive the status f a Special Education
Services Association by submitting to the [state education agency] an appropriate-
rt.,;olution of it s. governing board requestang such status. The provisions of Sec-
tion 309 hereof shall not apply to an application submitted pursuant to this
subsection, but the application shall not be approved unless the [state education
agency] finds that the school district complies with subsection (b) 1 of this Section,
and that it maintains a full complement of special education facilities and
programs.
Section .309

Interschool District Agreement

(a) Each Special Education Services Association, other than one composed
of a single school district, shall function pursuant to and in accordance with an
interschool district Agreement (hereinafter referred to it.s "the Agreement").
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The Agreement may be incorporated in the resolution or other action establishing
the Special Education Services Association or may be a separate document. In
any case, however, it shall be adopted either by affirmative vote of each of the
governing boards of the school districts participating in the Special Education
Services Association or by affirmative vote of the electors in each such school
district.

(b) An Agreement shall contain:
1. A precise identification of the party school districts.
2. An enumeration or other precise delineation of the services to be provided

by the Special Education Services Association.
3. Provisions relating to the internal management and control of the Special

and the Special Education Services Association in regard to the responsibilities.
4. Provisions defining the relationships between the party school district

and the Special Education Services Association in regard to the responsibilities
for regular education of handicapped children mu special education, corrective
and supporting services for handicapped children.

5. Provisions fixing the financial responsibilities of each party school district to
the Special Education Services Association or setting forth formulas, procedures
and other specific methods tor the calculation thereof.

6. A minimum duration for the Agreement.
7. Provisions for amendment, renewal, withdrawal from or termination of the

Agreement.
8. Provisions for the disposition of Special Education Services Association prop-

erty upon dissolution of the Association.
9. Financial settlement, if any, with a withdrawing school district.
10. Any other necessary or appropriate provisions.
(c) Prior to becoming effective, an Agreement shall be submitted to the [state

education agency] ard the Attorney General, and it shall not go into effect unle.s
approved thereby. Failure to respond to a submission within [90] days shall consti-
tute approval thereof.

(d) 1. The [state education agency] shall approve a submitted Agreement, unless
it finds that the provisions thereof do not accord with this Title and the policies set
forth herein, or unless it finds that the Agreement does not contain sufficient evi-
dence that the Special Education Services Association will have the means of pro-
viding the facilities, personnel and services necessary to fulfill its obligations
toward handicapped children.

2. The Attorney Generall shall approve a sbumitted Agreement, unless he finds
it to be in improper form, or unless he finds one or more of its provisions contrary
to law.
Section 810

Contracts Not Prohibited
Nothing in this part shall be construed to prevent a school district from provid-

ing educational, corrective, or supporting services for handicapped children by
contracting with another school district to provide such services for handicapped
children from such other district.
Section 311

Withdrawal and Dissolution

(a) A school district which is included in a Special Education Service As:iodation
may withdraw from participation in any part of _the Association only with the
approval of the Director of the Division for the hducation of the Handicapped
after he has conferred with the district and is satisfied that such withdrawal is in
the interest of the handicapped children in the Association and the school district
affected. Such withdrawal shall be effective only_ if the school board has the
approval of the Director of the Division of the Education of the Handicapped
to establish a comparable part of a program. Such withdrawal shall not be effective
until the end of the next full school year. The withdrawing school district shall
be liable for its proportionate share of all operating costs until its withdrawal
becomes effective, shall continue to be liable for its share of debt incurred while
it was a participant and shall receive no share in the assets.

(b) An Association established under this part may be dissolved by action to
its governing board, but such dissolution shall not take place until the end of the
school year in which the action was taken. When an Association is dissolved,
as.sets and liabilities shall be distributed to all entities which participated in the
Association.
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PART IV. PLANNING

State Plan
(a) The [state education agency], acting through its Division for the F

of the Handicapped, shall make and keep current a plan for the hnpk
of the policy set forth in Part I of this Title. The plan shall include

1. A census of the handicapped children in the state showing the t
such children and the geographic distribution of handicapped chili.

2. Provision for diagnosis and screening of handicapped children
3. An inventory of the personnel and facilities available to pr. . ac-

tion and other services for handicapped children.
4. An analysis of the present distribution of responsibility for special education

between the state and local school systems and general units of local government.,
together with recommendations for any necessary or desirable changes in the dis-
tribution of responsibilities.

5. Identification of the criteria for determining how handicapped children are to
be educated.

6. Standards for the education to be received by each of the several categories of
handicapped children in regular schools or school districts and in state institutions,
including methods of assuring that education afforded the handicapped will be as
nearly equivalent as may be to that afforded regular children and also will take
account of their special needs.

7. A program for the preparation, recruitment and inservice training of person-
nel in speial education and allied fields, including participation, as appropriate,
by institutions of higher learning, state and local agencies, and any other public
and private entities having relevant expertise.

A program for the development, acquisition, construction and maintenance of
facilities, and new, enlargedi redesigned and replacement facilities needed to im-
plement the policy of this Title.

9. A full description of the state plan for providing special education to all handi-
capped children in this state, including each of the matters enumerated herein,
and any other necessary or appropriate matters.

10. Any additional matters which may be necessary or appropriate, including
recommendations for amendment of laws, changes in administrathre practices and
patterns of organization, and clumps in levels and patterns of financial support.

(b) The plan required by subsection (a) hereof shall be presented to the Gover-
nor and the Legislature and made available for public distribution no later than

]. Thereafter, amendments to or revisions of the plan shall be
submitted to the Governor and 'Legislature and made available for public distri-
bution no less than [901 days prior to the convening of each regular session of the
Legislature. All such submissions, except for the initial submission of the plan, shall
detail progress made in fulfilling the r lan and in implementing the policy of this
Act.
Section 401

Local Planning and Responsibility

(a) On or before [-1, each school district shall report to the [state education
agency] the extent to which it is then providing the special education for handi-
capped children necessary to implement dully the policy of this Title. The report
also shall detail the means by which the school district or political subdivision
proposes to secure full compliance with the policy of this Title, including:

1. A precise statement of the extent to which the necessary education and serv-
ices will be provided directly by the district pursuant to law requiring such direct
provision.

2. A precise statement of the extent to which standards in force pursuant to
Section 400(a)6 of this Title are being met.

3. An identification and description of the means which the school district or
political subdivision will employ to _provide, at levels meeting standards in force
pursuant to Sectioh 400(b) of this Title, all special education not to be provided
directly by the state.

(b) After submission of the report required by subsection (a) hereof, the school
district sha,ll submit such supplemental and additional reports as the [state educa-
tion agency] may require, in order to keep the plan current. By rule or regulation,
the [state education agency] shall prescribe the due dates, form and all other
necessary or appropriate matters relating to such reports.

(c) For the purposes of this Section, handicapped children being furnished
special education in. state achools or other state facilities shall continue to be the
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planning responsibility of the schwl district in which they would be entitled to
attend school if it were not for the direct provision of special education to them
by the state. A record of each such child, the nature and degree of his handicap
and of the way in which his educational needs are being met shall be kept by
the school district.
Section 402

Interstate Cooperation
Any state and local plans made pursuant to this Part shall take into account

the advantages and disadvantages in providing special education to particular
kinds of handicapped children through cooperative undertakings with other
jurisdictions. In addition to any arrangements that may be made pursuant to
Sections 302-305 of this Title, the state or school district may enter into agree-
ments with other school districts or states to provide such special education:
provided that a child receiving special education outside the school district in
which be would normally attend public school shall continue to be the respon-
sibility of such school district and nothing herein shall be deemed to relieve the
school district from compliance with the requirements of this Title.

(b) Agreements made pursuant to this Section may include the furnishing of
educational and related services, payment of reasonable costs thereof, the making
of capital contributions toward the construction or renovation of joint or common
facilities or facilities regularly made available by one party jurisdiction to the
handicapped children of another party jurisdiction, and furnishing of or responsi-
bility for transportation, lodging, food and related living costs.

(c) Any child given educational or related services and any parent or guardian of
such child, pursuant to this Section and any agreement made pursuant hereto,
shall continue to have all civil and other rights that he would have if receiving like
education or related services within the subdivision or school district where he
would normally attend public school. No agreement made on the authority of this
Section shall be valid unless it contains a provision to such effect.

PART V. IDENTIFICATION OF HANDICAPPED CHILDIVEN
Section 500

Children Attending School

Every school district shall test and examine, or cause to be tested and ex:unined,
each child attending the public and private schools within its boundttries in order
to determine whether such child is handicapped. The tests and examinations shall
be administered on a regular basis in accordance with rules and regulations of the
[State Education Agency]. As used in this Part, the term "schools" shall mean
kindergartens and grades 1-12 and, if the school district provides educational pro-
gloms below kindergarten level or above grade 12 to all children attending such
programs.
Section 501

Limitation

The requirements of. Section 500 shall not apply to children attending private
schools, if the children are not residents of this state provided that if the state or
the school district had an agreement with another state or school district requiring
such tests and examinations, the school district shall administer them and report
the results to the school district of the child's residence.
Section 602

Records
Every school district shall make and keep current a list of all handicapped

dill& en required to be tested and examined pursuant to Sections 500 and 501
of this Title who are found to be handicapped and of all children who are residents
of the school district and are receiving home, hospital, institutional or other
special education services in other than regular programs.

PART VI. PROVISION OF SPECIAL EruCATION MATERIALS AND TRAINING

Section 800
[Unit] Established

There shall be in the Division for the Education of the Handicapped a "Special
Education Materials and Training Unit," hereafter called ["the Unit"], for the
purpose of assisting in the education of handicapped persons.
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Section 601
Functions

In addition to any functions in which it. may engage pursuant to other pro-visions of this Title or other laws, the [Unit] may:
(a) Develop, test, demonstrate, maintain, purchase or otherwise acquire,store, produce if not reasonably obtainable from commercial sources, and makeavailable equipment, materials, and special supplies and devices particularlyuseful in connection with the education of handicapped persons.(b) Study, develop, and disseminate information concerning techniques forteaching handicapped persons.
(c) Collect, evaluate, and dis.seminate research data and other informationrelated to special equipment, materials, supplies, devices, techniques and training.(d) Provide instruction in the operation or use of equipment, materials, supplies,and devices of the type referred to in item 1 of this enumeration.
(e) Provide in-service training for teachers of handicapped persons and otherpersons requiring special skills or understanding in connection with the educationof handicapped persons.
(f) Accept, administer, and utilize federal aid and any other grants, gifts, ordonations of funds, equipment, materials, supplies, facilities, and services in con-nection with any of its authorized functions, and comply with any requirements orconditions attached thereto: provided that the same are not inconsistent with law.

Section 602
Availability of Programs

(a) The [Unit] shall furnish, lend, or otherwise make available its equipment,
materials, supplies, and devices to public school systems, private nonprofit schools,special schools or institutions for handicapped children, and public and privatenonprofit institutions of higher learning.

(b) Public and private nonprofit institutions and organizations operating pro-grams of vocational rehabilitation [recognized or approved] pursuant to [citeappropriate statute] also shall be eligible in the same manner as institutionsqualifying under subsection (a) hereof.
(c) Pre-school public and private nonprofit programs for the education of handi-

capped children also shall be eligible in the same manner as institutions qualifying
under subsection (a) hereof, if approved by the [Unit].(d) Handicapped persons may apply for and receive equipment, materials,
supplies and devices on an individual basis of the [Unit] has established loan orother services for making the same available to users not covered by subsections
(a)(c) hereof and has provided appropriate procedures therefor.

(e) The [Unit] shall make equipment, materials, supplies, or devices avail-able pursuant to subsections (a)(c) hereof only on written application made iftsueh form and manner as it may prescribe. The application shall be approved,
and equipment, materials, supplies, or devices furnished only if the [Unit] issatified that the applicant has a need therefor and is capable of putting them toappropriate use. Applications shall contain information concerning the number
of handicapped children for whom the applicant is providing instruction or, inthe case of a new institution or program, the number expected to be so served;the type or types of handicap; and such other information as the [Unit] mayrequire.
Scct ion 603

Regional Service
r (a) Except as may be provided pursuant. to this Section, the [Unit] shall provide
equipment., materials, supplies, devices and in-service training only to schoolsand school systems, institutions, organizations, and persons in this state.(b) In view of the specialized character of the functions of the [Unit], it is recog-nized that its support and utilization on a multistate or regional basis may pro-
mote efficiency and economy, and may make it possible for more persons in need
of special education to receive it. Accordingly, it. is the policy of this state to en-courage multistate and regional cooperation to that end.

(e) The [State Dt ,artment of Education] may enter into contracts with other
states or their appropriate educational agencies for the furnishing of services,
equipment, materials, supplies, or devices by the [Unit]. Such contracts may pro-vide for the carrying on of any one or more functions which the [Unit] is authorized
to perform in such manner as to serve schools and school systems, institutions,
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organizations, and persons in such other state or states: provided that t .ess the
activities covered by the contract are financed entirely by the other state states,
including the maintenance of a separate staff or the pro rata contributi -1 to the
salaries and other compensation of staff partly employed for the benefit f one or
nmre other states and this state, no school or school system, institution, organiza-
tion, or persmi may be furnished with equipment, materials, supplies, &vices, or
training who would be ineligible to receive the same under the laws of this state.

(d) Contracts made pursuant to this Section shall provide for:
1. their duration;
2. appropriate consideration and the payment thereof;
3. the nature and extent of the equipment, materials, supplies, devices, and

training to be furnished and received;
4. the performance of inspections and examinations and the making of reports;

the evaluation thereof; and the granting or denial of benefits on the basis thereof;
5. any other necessary and appropriate matters.
(e) Consideration provided by any contract made with the [State Department

Of Education] pursuant to this Section shall be at least sufficient to cover the
cost of any equipment, materials, supplies, or devices furnished, and an equi-
table share of the operating costs in connection with any in-service training
given to persons from other states. It shall be a guiding principle for the making
of contracts pursuant to this Section that if the use made or to be made of the
[Unit] by another state is in excess of [101 per cent of the use made by this state
and schools and school systems, institutions, organizations, or persons in this
state, consideration required from such other state shall include an equitable
contribution to overhead and capital costs, as well as to operating costs and costs
of equipment, materials, supplies, and devices furnished.
Section 604

Contracting Authority
The [State Education Agency] is authorized to enter into contracts for the fur-

nishing of equipment, materials, supplies, devices, and personnel training that are
peculiarly useful in the teaching of handicapped children. The [State Education
Agency] may pay such consideration, out of funds available therefor, as may be
appropriate and equitable in the circumstances. If another state, public agency, or
private nonprofit agency establishes and maintains a substantial, specialized pro-
gram for th.e development, production, procurement, and distribution of special
equipment, materials, supplies, and devices, or for the training of personnel useful
in the teaching of handicapped children, and if the contract or contracts entered
into pursuant to this Section assure this state of substantial benefits therefrom on a
continuing basis, consideration paid by the [State Education Agency] may be
calculated to include overhead and capital costs as well as more immediately
operational costs and the costs of any articles or services furnished or to be
furnished.
Section 605

Availability of Articles and Servies

Any articles or services secured by or though the [State Education Agency]
pursuant to contracts made under authority of this Title may be made available
to any school systems, special schools or other persons and entities entitled to
participate in or receive benefits from special services to the handicapped. The
ultimate apportionment and bearing of costs as among the state, subdivisions
thereof and other persons and entities shall be in accordance with law.
Section 606

Inspections, Reports, and Records

(a) The [Unit] may inspect the facilities of any applicant for or recipient if
its equipment, materials, supplies, and devices and may (xamine any pertirwnt
records in order to determine facts relevant to the administration Of this Titk.
For this purpose, the [Unit] and its duly authorized representatives shall have
access to the premises and any pertinent records of the applicant or recipient at
all reasonable times.

(b) Th [Unit] may require reasonable reports from any recipient institution
or program detailing the uses made of equipment, materials, supplies, and devices
made available pursuant to this Title, and of the workability or beneficial effects
obtained therefrom.
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(e) The [Head of the State Education Agency] may provide for the consolidation
of inspections, examinations of records, and making of reports pursuant to this
Section with other inspections, examinations, and reports made or required to be
made by the [State Education Agency] or may permit them to be separate, as in
his judgment is most appropriate to the proper administration of this Title and
the promotion of general efficiency.
Section 607 Relationship of the Unit to Other Entities

(a) Unless the function is performed for it by a Special Education Services
Association each school district and state institution shall establish and maintain a
special education resources center which shall perform the functions of procure-
ment, maintenance, servicing and distribution of special education equipment,
supplies and materials to the schools of the district and to any other persons or
entities to which they are made available pursuant to law. Special education equip-
ment, supplies, and materials made available to schools and other entities shall be
provided, made available and inventoried by such center.

(b) To the extent of its capabilities, a special education resources center may
establish and operate or cooperate with others in establishing and operating pro-
grams or in-service training similar to those authorized for the state unit by
Part VIII of this Title.

(c) Centers established as required by this Section shall cooperate with and may
borrow or otherwise obtain from the state unit, regional instructional materials
centers, federal and other governmental agencies, and appropriate private agencies
such equipment, supplies and materials as may be available therefrom and may
be responsible for their proper distribution to and collection from schools and
othere entities entitled to receive and utilize them.

(d) It is the purpose of this Section to promote the efficient and expert use of
special education aids and to discourage their being positioned, kept or made
available for use by persons and under conditions not conducive to their proper
employment. The Division for the Education of the Handicapped shall develop,
revise and keep in force regulations and guidelines for the operation of centers
and for their relationships to schools or other proper recipient entities. The
state Unit shall assist centers in their programs of training, equipment servicing,
distribution and general administration.

(c) The state Unit shall encourage the maintenance of centers by Special Educa-
tion Services Associations on behalf of their participating school districts, except
in those instances where an individual school district has qualified as a Special
Education Services Association.

PART VII. REMEDIES
Section 700 Administrative and Judicial Review

(a) A child, or his parent or guardian, may obtain review of an action!or omis-
sion by state or local authorities on the ground that the child has been oil& about
to be:

1. denied entry or continuance in a program of special education appropriate
to his condition and needs.

2. placed in a special education program which is inappropriate to his condition
and needs.

3. denied educational services because no suitable program of education or
related services is maintained.

4. provided with special education or other education which is insufficient in

quantity to satify the requirements of law.
5. provided with special education or other education to which he is entitled

only by units of government or in situations which are not those having the
primary responsibility for providing the services in question.

6. assigned to a program of special education when he is not handicapped.
(b) The parent or guardian of a child placed or denied placement in a program

of special education shall be notified promptly, by registered certified mail return
receipt requested, of such placement, denial or impending placement or denial.
Such notice shall contain a statement informing the parent or guardian that he
is entitled to review of the determination and of the procedure for obtaining such
review.
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(c) The notice shall contain the information that a hearing may be had, upon
written request, no less than [15] days nor more than [30] days from the date on
when the notice was received.

(d) No change in the program assignment or status of a handicapped child
shall be made within the period afforded the parent or guardian to request a
hearing, which period shall not be less than [14] days, except that such change
may be made with the written consent of the parent or guardian. If the health
or safety of the child or of other persons would be endangered by delaying the
change in assignment, the change may be sooner made, but without prejudice
to any rights that the child and his parent or guardian may have pursuant to
this Section or otherwise pursuant to law.

(e) The parent or guardian shall have access to any reports, records, clinical
evaluations or other materials upon which the determination to be reviewed was
wholl3r or partially based or which could reasonably have a bearing on the correct-
ness of the determination. At any hearing held pursuant to this Section, the child
and his parent or guardian shall be entitled to examine and cross examine wit-
nesses, to introduce evidence, to appear in person, and to be represented by coun-
sel. A full record of the hearing shall be made and kept, including a transcript
thereof if requested bv the parent or guardian.

(f) A parent or guaidian, if he believes the diagnosis or evaluation of his child as
shown in the records made available to him pursuant to subsection (e) to be in
error, may request an independent examination and evaluation of the child and
shall have the right to secure the same and to have the report thereof presented as
evidence in the proceeding. If the parent or guardian is financially unable to afford
an independent examination or evaluation, it shall be provided at state expense.

(g) The [state education agency] shall make and, from time to time may amend
or revise rules and regulations for the conduct of hearings authorized by this Sec-
tion and otherwise for the implementation of its purpose. Among other things,
such rules and regulations shall require that the hearing officer or board be a person
or composed of persons other than those who participated in the action or who are
responsible for the omission being complained of ; fix the qualifications of the hear-
ing officer or officers; and provide that the hearing officer or board shall have
authority to affirm, reverse or modify the itCtion previously taken and to order the
taking of appropriate action. The rules and regulations shall govern proceedings
pursuant to this Section, whether held by the [state education agency] or by a
[local education agency].

(h) The determination of a hearing officer or board shall be subject to judicial
review [in the manner provided by the state administrative procedure act] [in the
manner provided for judicial review of determinations] of the [state or local educa-
tion agency] as the case may be. [If there is no applicable procedure, appropriate
statutory provisions should be added here].

(i) If a determination or hearing officer or board is not fully complied with or
implemented the aggrieved party may enforce it b3r a proceeding in the [
Court. Any action pursuant to this subsection shall not be a bar to any adminis-
trative or judicial proceeding by or at the instance of the [state education agency]
to secure compliance or otherwise to secure proper administration of laws and
regulations relating to the provision of regular or special education.

(j) The remedies provided by this Section are in addition to any other remedies
which a child, his parent or guardian may otherwise have pursuant to law.
Section 701

Enforcement Not Affected

Nothing in this Title shall be construed to limit any right which any child
or his parent or guardian may have to enforce the provision of any regular or
special educational service; nor shall the time at which school districts are required
to submit plans or proceed with implementation of special education programs be
taken as authorizing any delay in the provision of education or related services to
which a child may otherwise be entitled.
Section 702

Direct State Action

(a) If, at any time after [ ,] a school district is found by the [state
education agency] to have failed to provide necessary education to all handicapped
children who by law are entitled to receive the same from such school district,
the [state education agency] may withhold all or such portion of the state aid
for the regular public schools as, in its judgement, is warranted. The denial of
state aid hereunder may continue until the failure to provide special education
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university. Such traineeships and fellowships may be in amounts of not more than1$ ] per academie year for traineeships and not more than 1$per academic year for fellowships with DS ] per year legal dependent exceptin addition, an additional stun up to [$ ] annually for each grantee may beallowed to any approved institution of higher learning in this state for the actnalcost to the institution, as certified by the institution. Parttime students and sum-mer session students may be awarded grants on a prorata basis.
(b) The Division for the Education of the Handicapped may contract with anyapproved institution of higher learning to offer courses required for the training 1;fspecial education personnel at such times and locations as may best serve the needsof handicapped children in this state.
(c) The Division for the Education of the Handicapped shall administer trainee-ship and fellowship accounts and related records of each person who is attendingan institution of higher learning under a traineeship or fellowship awarded pur-suant to this Section.
(d) Following the completion of the program of study, the recipient of a trainee-ship or fellowship is expected to accept employment within one year in an approvedprogram of education for handicapped children in this state on the basis of one-half year of service for each academic year of training received through a grantmade under this Section. A person who rails to comply with this provision may, atthe discretion of the Division for the Education of the Handicapped be required torefund all or part of traineeship or fellowship monies received.

Section 803
Grants

The Division may provide grants to public and private agencies for suchresearch, development, and model programs as are required to promote effectivespecial education.
PART IX. FACILITIES

Section 900
Regular School Facilities

(a) Every school district of this state constructing, renovating, remodeling,expanding or modifying school buildings or other structures intended as adjunct sthereto shall plan, design, construct and equip all such buildings and structures insuch manner and with such materials as will facilitate use by all handicappedchildren who may reasonably be expected to enter upon the premises and to makeuse of them for instructional, remedial or supplementary services. This Sectionshall be interpreted and administered in the light of the policy of this state toeducate and provide services for handicapped children in or in close proximity wthe regular schools to the maximum practicable extent.(b) No school or school-related construction, renovation, remodeling, expansionor modification shall be eligible for state aid pursuant to [cite appropriate statute]unless the [state education agency] finds that it is in conformity with subsecthm(a) hereof and [title of state law prohibiting architectural barriers for the handi-capped].
Section 901

Plans and Specifications
(a) Plans and specifications for every special education facility shall be pre-pared in two parts, as follows:
1. A statement of the educational and related objectives and functions to beserved and the uses to be made of the facility.
2. Architectural plans and specifications.
(b) Plans as required by subsection (a) hereof shall be submitted to the [stateeducation agency] for approval thereby. Such approval shall be a prerequisiteto the awarding of any construction contract in connection with the facility,except for contracts for the development of the plans and specifications requiredto be submitted: nor shall any construction commence or perimt therefor be issuedprior to approval of the plans and specifications by the [state education agency].(c) Approval shall be given only if the Division of Education for the Handi-capped determines that the architectural plans and specifications properly imple-ment the stated educational and related objectives and functions, and if the[state school construction agency] determines that the architectural plans andspecifications provide for design, materials and equipment appropriate to serve the
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stated objectives and functions. If the submission is of plans and specifications
for a building or other structure which does not include a special education f..eility,
approval by the Division of Education for the Handicapped shall be limited to a
certification that the submitting authority has other facilities adequate to meet the
needs of handicapped children.

(d) No facility to which this Section applies shall be accepted by any agency of
this state, or any school district, [Special Education Services Associations], or
subdivision unless it conforms to the plans and specifications as approved, or as
amended pursuant to subsection (e) hereof.

(e) Subsequent to approval of plans and specifications pursuant to this Section,
they may be amended on a showing that the stated educational and related
objectives and functions have been replaced by other suitable objectives and
functions and that the architectural plans and specifications have been modified
to conform to the new objectives and functions, or that the proposed amendment
of architectural plans and specifications will not impair the suitability of the
facility for the previously stated object ives and functions. Anwndments shall be
submitted and approved in the same manner as original submissions.

(f) Any entity which may be eligible for state aid pursuant to [cite statute
providing state aid to construction ()f special education facilities], may qualify
therefor only on submission and appmval of plans and specifications in accordance
with this Part.
Section 902.

RULES, REGULATIONS AND MANUAL

(a) The [state education agency] shall issue, and from time to time amend and
revise, rules and regulations for the implementation of this Part. Such rules and
regulations shall include proceduroi for submission and review of plans and speci-
fications and may include requirements for additional information to be furnished
by school districts, Sepcial Education Services Associations, or entities construct-
ing or proposing to construct special education facilities.

(b) The [state education agency] shall develop and publish a manual containing
educational, and architectural standards to be met by special education facilities.
The manual shall be incorporated in the rules and regulations issued pursuant to
this Part and no approval or acceptance of a facility shall be lawful, except
on compliance with the standards contained herein.

(c) The manual shall be developed, amended, and revised with due regard for
standards applicable to the construction of special education facilities issued by
recognized professional organizations.

(d) Public and private builders and operators ()f special education facilities
may consult with the [state education agency] concerning any matter related to
the adininistration of this Part or any special education facility proposed to be
constructed or operated by them, but no such consultation and no representation
made shall be construed as an approval of plans and specifications. Such approval
may be given only purusant to Section 901 of this Act.

PART X. FINANCE
Section 1000.

State Aid to be Provided
The state shall provide financial aid in each school year to scho()1 districts

and other [public entities] [entities entiled by the laws of this state to receive
school aid] for educational and related services provided by them for handicapped
children. Such aid shall be determined and paid in accordance with this Part
and rules and regulations of the [state education agency].
Section 1001

Elements to be Aided
State financial aid purusant to this Title may be claimed by and shall be paid

to any public school district or other [public (mtity] [entities entitled by the laws
of this state to receive school aid] for each of the following elements:

(a) The education of handicapped children in the regular school programs of
the district or entity.

(b) The education of handicapped children in special classes, schools and
programs designed to meet their special needs; and the furnishing of corrective
or remedial services designed to ameliorate or eliminate physical, mental, emo-
tional, or learning disabilities or handicaps.

(c) The furnishing of transporatation.
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Section 1002 Amounts of Aid

(a) For purposes of entitlement to state aid, handicapped children shall be

counted in the same manner as other children. [Per pupil aid shall be determined

on the same basis as fm. normal children pursuant to [[cite appropriate section

of state law)].] [Units shall he allotted for handicapped children in accordance

with Hcite appropriate provision of Minimum Foundation Program Lawsl],
except that allowance of any lesser number of pupils to comprise a standard or

minimum unit shall continue as provided in [[cite appropriate section of state

law11.1
(b) In addition to the state aid claimed and paid pursuant to subsection (a)

hereof, any school district or Special Education Services Association which has

maintained an approved program of education for handicapped children during

any school year shall be entitled to and receive reimbursement from the state

for the excess cost of the individuals in said program above the cost of pupils in

the regular curriculum which shall be determined in the following manner:

1. Each district shall keep an accurate, detailed, and separate account of all

money's paid out by it for the maintenance of each of the types of classes and

schools for the instruction and care of pupils attending them and for the cost of

their transportation, and shall annually report thereon, indicating the excess cost

for elementary or high school pupils for the school year ending [ 3 over the

last ascertained average cost. for the instruction of regular children in the ele-

mentary public schools or public high schools as the case might be, of the school

district for a like period of time of attendance.
2. Each Special Education Services Association shall keep an accurate, detailed,

and separate account of all monies paid out by it for the maintenance of each of

the types of classes and schools for the instruction and care of pupils attending

them and for the cost of their transportation, and shall annually report thereon,

indicating the excess cost for elementary or high school pupils for the school year

ending in [ ] over the last ascertained average cost for the instruction of regu-

lar children in the elementary public schools or public high schools as the case

might he, of the school districts served by the Special Education Services Asso-

ciation for a like period of attendance.
(c) [In addition to any state aid for the transportation of children to and from

school and other transportation in connection with school-related activities], the

[state education agency], upon a claim izoperly substantiated, shall pay 100 per-

cent of the costs of special buses and other special equipment actually employed

in transporting handicapped children.

Section 1003 Apportionment of Aid

If any of the educational or other services aided pursuant to this Part are pro-

vided partly by one school district or other entitled entity and partly by another

such district or entity, and if there is no valid contract or agreement by which

one of the districts or entities is the proper claimant for all the aid in question,

each such district and entity shall be entitled to claim and receive a proportionate

share of State aid in accordance with its actual assumption of costs. The [state

education agency] shall provicie for the calculation and apportionment of state

aid in cases covered by this subsection.

Section 1004 Special Fund

(a) There is hereby established a Special Education Fund in the state treasury.

Each budget of the [state education agency] shall contain an appropriation item

for the Fund. It is the legislative intent that the Fund shall be kept at a level that

will permit an annual rate of expenditure therefrom of not less than [$ 3.

(b) The [state education agency] shall make grants from the Fund to school

districts, special education services associations, and other appropriate entities.

The purposes of such grants shall be to make it possible for the recipients to:

I. secure technical assistance with planning, design, acquisition, and construction

of facilities or equipment for the education of handicapped children. 2. Supple-

ment otherwise available but inadequate funds for planning, design, acquisitions,

or construction of facilities or equipment for the education of handicapped

children.
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(e) In applying for grants under this Section, a school district, special educationf4ervIces association, or other appropriate entities shall demonstrate that itproposes to use the aid for a purpose identified in the state plan made pursuantto Secthm ] of this title as requiring particular current attention or for apurpose selected by the division of education for the handicapped as one currentlyto receive concentrated efforts at improvement.
(d) Grants pursuant to this Section shall be in addition to regular or sp3cialaid otherwise available from the state for educational purposes.

Section 1005
Federal Aid

The (state education agency] may apply for, administer, receive, and expendany federal aid for which this state may be eligible in the administration of thisTitle. If such aid is available for a multistate or regional program in which thisstate participates pursuant to one or more contracts in force pursuant to thisTitle, the Estate education agency] may apply for and devote all yr a portion ofthe federal aid to the multistate or regional program.
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DISTRICT OF COLUMBIA DEPARTMENT OF SPECIAL EDUCATION TUITION GRANT
PROGRAM 1970-1971

1970-71

Area of disability and
private school Type of school Location of school

Number
of District
of Colum
bia pupils
on grants

Average
cost per

Private school's area of
per pupil cost handicap

Blind:
Maryland Residential Maryland 19 $5, 400

Perkins_ _
Pilot Day

do Massachusetts
District

1

10
7, 000 $4, 931
3, 000

Deaf :
Kendall
St. Joseph's

do
Residential

do
Missouri

128
1

1, 7901 1, 7872, 700j

Emotionally disturbed:
Cardigan Mountain do New Hampshire 1 3, 500

Christ Child do Maryland 2 3, 043

Contemporary Day Virginia. 17 4, 620

Devereux Residential Pennsylvania 3 12, 000

Eberhard Day_ District 3 1, 650

Foster Residential New Jersay 1 4, 200

Glaydin
Green Chimneys

do
_ do

Virginia
New York

4
4

2. 625
5, 675 3, 452

Greig Day_ District 18 4, 184

Hilicrest Dapresiden dal do_ 17 9, 000/16,000

Lourdesmont Residential Pennsylvania 1 6, 023

McLaren do New York 1 4, 800

New Jersey do New Jersey 1 7, 500

Overbroox Day/residential Virginia 2 3, 000/8, 000

Nearing impaired:
Cluldrens Day District__ 12 3, 000

Gallaudet . do do 1 876 2, 653

Washington do do 15 2, 566

Mentally retarded:
Angels Haven Residential Maryland 1 4, 200

Benedictine do do _ 2 2, 000

Christ Church Day do. 3 2, 222

Holly Hall Residential Virginia 1 1, 350

Help For Retarded Day District 20 1, 000

Kennedy do do 33 1, 000 1, 684

National Day/residential _do 25 2, 619

St. Gertrude's do do 8 1, 350;540

St. John's Day do 41 2, 000

St. Maurice . do Maryland 13 1, 580

Multiple and health :
Cooperative do Virginia 8 1,

D.C. Society do District 25 600

Matheny Residential New Jersey 1 9, 0 1, 3430

National Rehabilitation_ _ do Virginia 2 10, 500

Neurological:
Grafton do . do 1 6, 050

Green Hedges Day _ do 1 1, 100

Hopefield. Residential Massachusetts 1 4, 000

Kingsbury. Day District 15 3, 100

Leary do Virginia 7 2. 800 2, 792

New City do District 1 1, 225

Pine Point Residential Maine 1 4, uu0

Schafer_ Day Virginia 1 1, 150

Vanguard Residential Pennsylvania 1 6, 500

Note: 7 areas; 45 schools; day, 20; residential, 21: both, 4; 10 localities; total number of pupils, 484; 4 cases in process;

tuition grants determined according to June 17, 1970, board policy.

Source: Department of Special Education, Tuition Grant Program.
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DMECTORY OF NON-PUBLIC FACILITIES BY THE SPECIAL EDUCATION Turrrox
GRANT OFFICE, PUBLIC SCHOOLS OF THE DISTRICT OF COLUMBIA

Angel's Haven, Inc., Rte. #2, Box 548, Glen Burnie, Md. 21061. 301/761-1588.
Director: Grace Spiro. Type of Child Served: Mentally Retarded. Ages: 3-15.

Benedictine School, Caroline County, Ridge ly, Md. 21660. 301/634-2112.
Director: Sister Miriam Thomas. Type of Child Served: Educable iqentally
Handicapped. Ages: 5-15.

Berkshire Learning Institute, Reservoir Road, Lenox, Massachusetts 01240.
413/637-3635. Director: Matthew J. Merritt. Type of Child Served: Learn-
ing Disabilities. Ages: 12-20.

Brookside School, Great Barrington, Massachusetts 01230. 413/528-0570. Direc-

tor: Dr. I. M. Altaraz. Type of Child Served: Underachievers, Emotional.
Ages: 10-15.

Cardigan Mountain School, Canaan, New Hampshire 03741. 603/523-4321.
Director: Norman C. Wake ly. Type of Child Served: Emotionally Disturbed,
Socially Maladjusted. Ages: 12-16.

Children/s Hearing and Speech Center, 2220-11th Street, N.W., Washington,
D.C. 20001. 234-7990. Director: Dr. Gilbert Herer. Type of Child Served:
Hearing Impairment, Speech Disorders. Ages: Birth-12 'Years.

Christ Child Institute, Edson Lane, Rockville, Md. 20852. 301/881-5777. Director:
Kenneth R. Crites Type of Child Served: Eniotionally Disturbed
Ages: Boys: 4%-84 Girls: 43/2-1034.

Christ Church Child Center, 8011 Old Georgetown Road, Bethesda, Md. 20014.
301/652-3922. Director: Shari Gelman. Type of Child Served: Mentally Re-
tarded, Learning Disabilities, Emotional. Ages: 4-10.

D.C. Society for Crippled Children, 2800-13th Street, N.W., Washington, D.C.
20009. All 2-2342. Director: William J. Fidler. Type of Child Served: Cerebral
Palsied, Brain Damaged, Mongolism, Multiple. Ages: 2-7.

Devereux Foundation, Devon, Pennsylvania 19333. 687-3000. Director: Marshall
H. Jarvis. Type of Child Served: Retarded, Emotionally Disturbed. Ages: 4-18.

Eberhard School, 7750 16th Street, N.W Wa.shington, D.C. 20012. 829-0088.
Director: Leon E. Eberhard. Type of Child Served: Underachievers, Emo-
tional. Ages: 14-18.

Glaydin School and Camp, Rte. *4, Box 143, Leesburg, Virginia 22075. 703/777-
3a05. Director: Jane G. Wilhelm. Type of Child Served: Emotional and
Academic Underachievers. Ages: 9-17.

Green Chimneys School, R.D. *3, Brewster, New York 10509. 914/279-2996.
Director: Samuel B. Ross. Type of Child Served: Emotional, Neurological.
Ages: 4-14.

Green River Academy, Rte. *71, North Egremont, Massachusotts 01252. 528-
4546. Director: Nan G. Portass. Type of Child Served: Emotionally Disturbed,
Socially Maladjusted. Ages: 13-18.

Agnes Bruce Greig School, 5450 Massachusetts Avenue, N.W., Washington, D.0
20016. 244-8806. Director: Mildred E. Berl, Type of Child Served: Neuro-
logical. Ages: 5-14.

Help for Retarded Children, Inc., 405 Riggs Road, N.E., Washington, D.C. 20011.
529-0070. Director: Dr. David Silberman. Type of Child Served: Mentally
Retarded, Emotionally Disturbed, Epileptic. Ages: 13-Up.

Hillcrest Children's Center, 1325 W Street, N.W., Washington, D.C. 20009.
265-2400. Director: Rose Alpher. Type of Child Served: Emotionally Dis-
turbed. Ages: 3-12.

Holly Hall School, Inc., 437 Knoll Street, N.W. Vienna, Virginia 22180. 703/938-

7040. Director: Esther C. Thomas. Type of Child Served: Mentally Retarded,
Physically Handicapped. Ages: All.

Lt. Joseph Kennedy Institute, 801 Buchanan Street, N.E., Washington, D.C.
20017. 529-3515. Director: Sister Mary Reilly. Type of Child Served: Educable
Mentally Retarded, Emotional. Ages: 6-18.

Kingsbury Center, 1809 Phelps Place, N.W., Washington, D.C. 20008. 232-5878.
LDirector: Sally L. Smith, Type of Child Served: Neurological, Specific Learning

Disabilities. Ages: 6-12.

75-500-72-20
(395)
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Leary School & Educational Center, 2849 Meadow View Road, Falls Church,
Virginia 22042. 703/573-5400. Director: Albert D. Leary. Type of Child Served:
Underachievers, Learning Diabilities, Emotional. Ages: 7-18.

Lourdesmont School, 537 trenard Road, Clarks Summit, Pennsylvania 18411.
717/586-2971. Director: Sister M. Angela. Type of Child Served: Mildly
Emotionally Disturbed, Socially Maladjusted. Ages: 14-17.

McLean School, 10401 Democracy Lane, Potomac, Md. 20854. 365-5900.
Director: Mr. Byrnes. Type of Child Served: Multiple Learning Disabilities.
Ages: 8-14.

Maryland School Frr Blind, 3501 Ta:.lor Avenue, Baltimore, Md. 21236. 301/444-
5000. Director: Hernert J. Wolfe. Type of Child Served: Visually Impaired.
Ages: 5-21.

Matheny School, Main Streg, Peapack, New Jersey 07977. 201/234-0011.
Director: Walter D. Matheny. Type of Child Served: Cerebral Palsied. Ages:
5-15.

National Children's Center, 6200-2nd Street, N.W., Washington, D.C. 20011.
726-1090. Director: Dr. Erwin Friedman. Type of Child Served: Mentally
Retarded. Ages: 6-16, 3-6.

National Children's Center, Pilot School Unit, 6200-2nd Street, N.W., Washing-
ton, D.C. 20011. 726-1090. Director: Robert C. Heaton. Type of Child Served:
Visually Impaired, Multiple Handicapped. Ages: 3-16.

National Chiklren's Rehab. Center, P.O. Box 1260, Leesburg, Virginia 22075.
703/777-3485. Director: Bernard Haberlein. Type of Child Served: Epeliptic,
Emotionally Distrubed. Ages: 7-17.

New City Montessori School, 2421 Lawrence Street, N.B., Washington, D.C.
20018. 526-3331. Director: Walter Hardesty. Type of Child Served: Learning
Disabilities. Ages: 2%-11.

New Jersey Youth Center for Boys, P.O. Box 606, Millville, New Jersey 08332.
609/825-17474. Director: McCaigher Gallagher. Type of Child Served: Emo-
tionally Distured, Socially Maladjusted. Ages: 8-18.

Perkins School F/T Blind, 175 N. Beacon Street., Watertown, Massachusetts
02172. 617/925-3434. Director: Dr. E. J. Waterhouse. Type of Child Served:
Blind, Deaf-Blind, Blind-Cerebral Palsy. Ages: 5-17.

Pine Point School, Camden, Maine 04843. 207/236-2619. Director: Donald
Zambri. Type of Child Served: Slow Learners, Mild Mental Retardation.
Ages: 7-15.

Riverview School, Inc., Rte. #6A, East Sandwich, Massachusetts 02537. 617/888-
0489. Director: C. W. Mores. Type of Child Served: Brain Damaged, Under-
achievers. Ages: 13-18.

School for Contemporary Education, 1530 Chain Bridge Road, McLean, Virginia
22101. 356-8870. Director: Dr. E. Lakin Phillips. Type of Child Served:
Emotionally Distrubed, Retarded, Learning Disabilities. Ages: 4-20.

St. Gertrude's School, 4801 Sargent Road, N.E., Washington, D.C. 20017.
526-7676. Director: Sister Maureen. Type of Child Served: Educable Mentally
Retarded, Moderately Emotionally Disturbed. Ages: 6-12.

St. Joseph's Institute F/T Deaf, 1483 82nd Boulevard, St. Louis, Missouri 63132.
314/993-1507. Director: Sister Jean Timothy. Type of Child Served: Deaf
Ages: 4-15.

St. John's Child Development Center. 5005 MacArthur Boulevard, N.W.,
Washington, D.C. 20016. 363-7032. Director: lJr. Maurice Fouracre. Type of
Child Served: Mentally Retarded. Ages: 3-18.

St. Maurice Day School, 10100 Kentsdale Drive, Potomac, Md. 20854. 301/299-
730:3. Director; Sister Monica Marie. Type of Child Served: Le:Jelling Dis-
abilities. Ages: 5-18.

Washington Hearing Society, 1934 Calvert Street, N.W., Washington, D.C.
2009. 265-7335. Director: Leonard Henley. Type of Child Served: Deaf,
Hard of Hearing, Speech Disorders. Ages: 2-6.

21st Century Learning Centers, Plus, 900 Eye Street, S.W., Washington, D.C.
554-4330. Director: Dr. J. Beverly Fellows. Type of Child Served: Emotional,
Learning Disabilities, Retardation. Ages: 6-21.

Dr. John L. Johnson, Associate Superintendent, Tuition Grant Officer.



CHRONOLOGY OF SOME OF THE EFFORTS OF CONCERNED CITIZENS FOR EXCEPTIONAL
CHILDREN OF THE DISTRICT OF COLUMBIA, 813 C STREET, S.E., WASHINGTON,
D.C. 20003

CONCERNED CITIZENS FOR EXCEPTIONAL CHILDREN OF THE DISTRICT OF COLUMBIA'."-
STATEMENT OF SANDRA B. FROMM, HEARINGS, SUBCOMMITTEE ON DISTRICT OF

COLUMBIA APPROPRIATIONS, U.S. HOUSE OF REPRESENTATIVES, JULY 20, 1971

We appreciate this opportunity to pi.% ent to this Subcommittee our plea for a
budgetary allocation for Special Educa10 that will at least begin to be responsive
to the enormous, indeed, tragic unmet lauds of literally thousands of handicapped
children in this city, and that will add strength to its school system as a whole.

The attached data which, with your permission, we would like to have made
part of the record of these hearings, indicates beyond dispute, the shocking gap
between the needs of the handicappedboth estimated and documentedand the
meagre services provided.

In a city such as ours, incidence rates indicate that over 20,000 school age children
are likely to be afflicted with some handicap. It can only be termed appalling that
fewer than 2,000 are being served by the Department of Special Education and
Tuition Grants, and a small percentage of the remainder receive limited suppertive
services through the regular instruction program. Despite meagre diagnostic
facilities, well over 1,000 children are on various formal waiting lists, and thousands
more are in need of special attention.

For years, studies of the D.C. schools have urged comprehensive "crash pro-
grams" to meet the needs of the handicapped. For years, funding for Special
Education has remained pitifully inadequate. The city has many pressing and
unmet needs, and so, because of "priorities," "budgetary constraints," "fiscal
responsibility," innocent children and their familiesand, ultimately, our society
suffer tremendous waste, both human and economic.

Repeated surveys place the cost of a 12-year educational program for a handi-
capped child at between $20,000 and $30,000. Costs of life-time institutional care
are estimated at. $200,000. I call to your attention a statement in the Congressional
Record, April 14, 1971:

"* * * helping the handicapped is a social and economic necessity * * * [a]
$30,000 investment in education can lead to a potent ial wage-earning for a handi-
capped individual of close to $300,000 during a lifetime of productive m ork. The
tax from this income alone would repay the cost of the education."

As you know, there has been increasing Federal and State support of programs
for the handicapped. Each of your own 1,ome towns, usually with considerable
state assistance, attempts to cope with the problem of educating its handicapped.
If you will compare munbers served, proportionately, I think you will gain added
perspective on how desperately increased support is needed for the children in
The Natien's Capital.

Although one may be genuinely sympathetic to the circumstances, it. is difficult,
if not impossible, for anyone whose life has not been touched by the tragedy of
having a handicapped child to understand fully the further aeprivationthe
lack of opportunity for appropriate educationthat the handicapped child
suffers. As you fully realize, handicapping conditions affect children at all levels
of society throughout the nation. There are members of the Congress who con-
front he problem in their own families. They seek for their children, in their
home communities and in the Washington area, the kind of education that will
afford them the best chance to achieve their potential and, hopefully, to become
productive, self-supporting adults. We seek this opportunity for all handicapped
children, including those in the District of Columbia. We look to you to begin to
make it possible in FY 72.

I wish that you could talk to the parents of some of these childrento hear
of their long, unsuccessful struggles to place a child in a special ,qass or a special
school, to listen to their fears for tne future of a child in a regular 6th grade class
who has yet to learn the alphabet, who is taunted, frustrated, destined to become
a drop-out (and then what?)or to share for one day the despair of a family
with a child so profoundly disabled or so severely disruptive that the has been

(397)
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excluded completely from the D.C. school system. Even more, I wish you couldhave heard, as I did a few months ago the first meaningful word of an aphasicboy of 6, of nornml intellect, but with abrain injury that had impaired his abilityto speak. Appropriate techniques and devoted teaching have made it possiblefor him now to have a different, far happier prospect for the future. I had neverimagined that "Hi" could sound so important.
This Subcommittee has long given gracious, sympathetic hearing to testimonyby citizen groups.
We are not unmindful of the complex problems involved in the D.C. budgetdecisions you must make. But we ask you to keep in mind that, inadequate ap-propriations will continue to deprive handicapped children of an education.This is, in our view, totally unconscionableunless one can repudiate the Consti-tutional right of all children to an education.
We ask you to share in a commitment to the handicappedand to supportfeeling with appropriations that will make some progress toward rectifying thetremendous discrepancy between requirements and actual services provided.We ask you to share the deep concern shown by the counterpart Senate Sub-connnittee, which, after hearing outside witnesses, recalled the school authoritiesin order to determine the minimum funds required to serve, at least, the currentwaiting lists. Given the data, no reasonable person can be convinced that. theproposed $6.9 million for Special Education can possibly come close to satisfyhigeven these demonstrated needsdespite stringent economy and elimination ofall non-essentials.
We urgently request your careful consideration of a figure close to the levelof the "Minimal Needs Budget" originally proposed by the Board of Educationand an appropriation of $10.6 million ($8.3 million for Special Education programsand $2.3 million for tution grants). Supporting data is attached. I shall gladlydiscuss any of its specific details if you wish.
Your failure to provide this amount will force too many children to wait stillanother precious year, and to lose an irretrievable part of their already limitedchance to salvage their lives.

INcBEASED SERVICES THAT WOULD BE MADE POSSIBLE By A 1972 ALLOcATIONOF $8.3 MILLION TO SPECIAL EDUCATION PROGRAMS AND $2.3 MILLION FORTUITION AID (TOTAL $10.6 MILLION)
1. 24 new learning-disability classes (to provide waiting list children of "normalintellectual potential" an opportunity to achieve their potential).2. 50 additional teachers for the organically mentally retarded (to satisfy thewaiting list and a small number of newly-identified pupils in order to provide forthem the possibility of achieving sonic degree of self-sufficiency).3. I additional teacher for the hearing impaired (to eliminate the waiting list).4. 5 pre-kindergarten classes (to begin, modestly, an urgently needed programfor children identified as handicapped early in life).
5. An additional 50 aides (to enable more productive utilization of teachers'time in special classes which are above the 8:1 pupil-teacher ratio, and to includeone aide per class at the new Mamie 1). Lee School).
6. 40 teachers for the emotionally disturbed (to permit Rome of the children withbehavior problems to receive necessary attention and, as a /positive by-productto lessen disruptive situations that plague regular classrooms).7. 30 additional crisis-resource teachers (to provide the necessary support forchildren with temporary problems, before the specific problem becomes over-whelming and permanently affects their learning ability).8. 60 additional diagnostic-prescriptive teachers (to program individual learningexercises for children with learning difficulties who can be served within theframew( ,rk of regular classes).
9. Basic minimum funds for necessary materials and equipment.10. Tuition grants for all of the children who have already been declared eligiblefor placement in private facilities because a program adequate for their specialneeds is not available in the public schools (an appropriation of $2.3 millionwould barely provide for current grantees and the waiting list and would notprovide for anticipated newly-identified pupils in this category).

GENERAL COMMENTS

1. Limited screening and diagnostic procedures make it impossible to determineaccurate stati3tics for the occurence of handicapping conditions among D.C. pupils.
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However, the enormity of the gap between numbers served and probable incidence
is obvious (see Table 1).

2. Increased resources for diagnosis, evaluation and periodic rettssessment are
essential.

3. Appropriate programs must be made available to children identified as
suspected of having handicaps.

4. Adequate provision must be made for the sizable number of ('ducable mentally
retarded who have been deprived of special classes as a result of ntisinterpretation
of the Wright decision.

5. Expanded vocational training is necessary in order to enable the handicapped
to become productive and avoid long-term cost to society.

8. I )isabilities are more readily ameliorated by early remediation and treatment.
Pre-school programs for the handicapped must be instituted.

7. To fulfill the needs of the current waiting list would provide for less than 10%
of the children in need of special services (1,783 of 19,837 childrensee Tables 1
and 2).

S. Funds are needed to provide tuition grants for instruction in pirvate in-
stitutions when adequate programs are not available in the public schools (see
Tables 3 and 4).

9. A comprehensive plan for special education should be devised, funded, and
implemented so that handicapped children can realize and enjoy their potential
and beconw useful members of society.

TABLE 1.ESTIMATED INCIDENCE OF SCHOOL-AGE HANDICAPPED CHILDREN IN THE DISTRICT OF COLUMBIA

AND NUMBERS ACTUALLY SERVED: SCHOOL YEAR 1970-71AS OF APRIL 1971

HEW STATISTICS ON THE INCIDENCE OF HANDICAPPING CONDITIONS IN INNER CITY AREAS AS COMPARED

TO NUMBERS OF CHILDREN SERVED BY THE DISTRICT OF COLUMBIA SCHOOL SYSTEM

H EW
incidence

rate Served
Estimated
unserved

Mentally retarded (7 percent):
Educable 9, 000 (1) 2 9, 000

Trainable 1, 500 625 675
Speech handicapped (3.5 percent) 5, 355 (1) 2 5, 355

Emotionally distrubed (2 percent) 3, 060 82 2, 534

Special education program -Socially Maladjusted" 3 444

Learning disability (1 percent) 1, 533 87 1, 446

Hearing impaired and deaf (0.575 percent) 778 40 736

Crippled or health Impaired (0. 5 percent) 767 211 556

Visually handicapped (0.1 percent) 153 31 121

Total estimate (total incidence 14.675 percent) 22, 145 2, 309 = 19, 837

Served by Department of Special Education 3 I, 200

Nonpublic resources and tuition grants 665
Socially maim! lusted 4 444

I None in special education.
2 Minimal supportive services for a small portion through regular instructional program.
3 Includes 124 children in developmental center pilot programs; detail above totals 1,076 children.
4 Served in regular instruction program.

Source of Information on numbers served: Office of Director of Special Education.

TABLE 2.Waiting lists of handicapped children in the District of Columbia;
school year: 1979-71 (as of May 1, 1971)

Waiting List for Placement in Special Classes
Trainable Mentally Retarded 467
Children with Learning. Disabilities 189
Emotionally Disturbed or "Socially Maladjusted"
Hearing Impaired 8
*Visually Inipaired 1

Health Impaired 1

Waiting List for Tuition GrantsVarious Handicapping Conclitions 427

I No formal waiting list is kept, since there are no classes designated for the emotionally disturbed . Mini-
mum estimates of children in need are placed between 700 and 2,000. 49 are on the waiting list foi Boys-
Junior Senior High.
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These children have all been diagnosed and evaluated. School authorities havedetermined that they require special education. Yet, the Alternative 1 Budgetsubmitted by the School Board ($7,033,500 for special education) does not fullysatisfy these acknowledged needs. The proposed D.C. Council budget now underconsideration provides even less support.
An additional 57 children identified as severely or profoundly retarded (andperhaps twice that number who are unknown to agencies and school authorities)are provided with no appropriate training program.

TABLE 3.Statement in special education information bulletin.: 1970-71 1Tuition Grants
Funds are provided for tuition grants for instruction in private institutionswhen an adequate program is not available in the public schools. Tuition grantsare provided for 02 severely handicapped children whose needs cannot be metin the public schools. (See Board of Education policy statement for June 17,1970.)
Medical and psychological examinations requiredDocumented, definitive information requiredPupils ages 2 through 21
Grant not to exceed $4,000 per year, unless additional amount permitted byAppeals Committee.
Membership:

521 pupils are receiving tuitionBlind
401)eaf

11:9;71:3rti:

Emothmally disturbed
Health impaired
Mentally retarded

ultiply-handi capped
Neurologically impaired

These pupils are enrolled in 36 private schools.
This statement, unfortunately, is highly misleading. The total allocation fortuition grants for FY 1971, $1,205,000, had been assigned prior to the openingof school in September. Approved applications for tuition aid for 427 childrenhave been placed in a "waiting list" category due to lack of funds (see Table 4).The Department of Special Education has discouraged additional applicationsbecause it is unable to provide support.
As of May 1, 1971, 465 pupils were actually receiving tuition aid; an additional15 cases were pending, 25 more, in process.

TABLE 4."WAITING LIST" CHILDREN CERTIFIED AS ELIGIBLE FOR TUITION GRAN fS, SCHOOL YEAR 1970-71

As of
Nov. 18, 1970

As of
May 1, 1971

Total
336 427Blind

1 1
Deaf

4 4Emotionally disturbed
174 127Health impaired

5 (I)Hearing impaired
4 5Mentally retarded

103 134Multiply handicapped
5 15Neurologically impaired

90 96

I Health impaired included in multiply handicapped.
Source: Mrs. Mamie Lindo, Supervising Director, Department of Special Education, District of Columbia Public Schools.
By early December 1970, an additional 6 children had been added to the waitinglist, making a total of 342. At that. time, according to Mrs. Linda's estimates,approximately 200 of these children were in the public schools, inappropriately

I Pew 13.
2 Emphasis added.
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placed; an estimated 100 were in private schools, with their parents paying the
total costs and not even being reimbursed for the system's average per pupil
expenditure for normal children. The remainder. 30 to 40 children, were at home
receiving no school experience. Those in the 1V..G group are excluded from school
because of profound disability or severely disruptive behavior.

As of May 1, 1971, the waiting list had increased to 427 children. Fifteen cases
were reported as pending, and an additional 25 in process. Thus, at a minimum,
there are 932 children currently eligible for tuition grants of whom only 465
receive aid. While the number of children requiring assistance is increasing, the
anticipated support is decreasing. A recent report from the Department of Special
Education projects that only a total of 484 children will be funded by tuition
grants during the 1971-72 school year. The estimates given are as follows:

Number
Estimated per

pupil cost

Blind 30 $4, 931
Deaf 129 1,787
Emotional disturbed 87 3, 452
Hearing impaired 29 2,653
Mentally retarued 141 1, 684
Multiply handicapped and health impaired 38 1,343
Neurologically impaired 30 2, 792

Because of anticipated increases in tuition charges by private schools, tuition
grants to the above group are expected to exhaust the proposed allocation of
$1,300,000. An additional $1 million is required to satisfy the present waiting
list (that is, approximately 400 grants at an average cost of $2,500). This still
would not provide for newly identified handicapped children whose needs cannot be
met by programs in the public schools.

STATEMENT OP CONCERNED CITIZENS FOR EXCEPTIONAL CHILDREN

(Prepared for Hearings on the District of Columbia Budget, U.S. Senate District
Committee, April 1971)

Concerned Citizens for Exceptional Children is an umbrella group composed of
35 organizations which embrace the interests of all handicapped chilrden in the
District of Columbia. We appreciate this opportunity to present to the Subcom-
mittee our plea for a budgetary allocation that will at least begin to be responsive
to the enrmous, indeed, tragic, unmet needs of literally thousands of handicapped
children in this city, and that will add strength to its school system as a whole.

A quick glance at the data attached to this statement points up .he shocking
gap between needsboth estimated and documentedand actual services pro-
vided. Past allocations of funds have not only been pitifully inadequate to serve
the estimated numbers of handicapped children (based on national incidence
rates of various handicapping conditions), but they have ignored the education of
hundreds of handicapped children already duly identified. During the current
school year, almost 1100 children are on waiting lists-467 for placement in
classes for the trainable mentally retarded, 189 for special classes for Children
with Learning Disabilities, and 398 with various handicapping conditionsfor
tuition grants to private facilities unmatched in the school system. The Alterna-
tive I ("Hold-the-Line") budget submitted by the D.C. Board of Education for
Special Education ($8,139,000) barely would fulfill these demonstrated needs.
The $5,721,000 special education budget approved by the D.C. City Council
fails to make provision for undeniable requirements, and will continue to deprive
handicapped children of appropriate education. In our view, this is unconscion-
ableunless one can repudiate the constitutional right of all children to an edu-
cation.

Moreover, the waiting lists of handicapped children who would be helped by an
increased budget are a very small part. of the true picture of current deficiencies.
HEW statistics on the incidence of handicapped conditions among inner city
children place the figure at just under 15% of the total school population. Thus,
there may be approximately 22,000 handicapped school-age children in the
District of Columbia. The Department of Special Education reports that it, has
only 1,200 pupils in special classes. An additional 521 receive tuition grants to
private facilities, 444 socially maladjusted youngsters are served in the regular

4:: :-) P.t
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instruction program, 134 others are served by other community resources (Total:
2309). Almost 20,000 children remain. Some of these are aided, in varying degrees,
by supportive services, but nmst are simply not receiving any real opportunity to
achieve their Wential.

I should like to share with you some figures that were nbtained from neighboring
school systems. Please keep in mind as you consider them that the expected
incidence of disability is significantly lower in suburban communities. Over
12,000 pupils are served by Special Education in Prince Georges Countya
system 'If comparable size in student population (133,000). In another neighboring
count y of significantly smaller populiaion, 6,000 children receive special education
at a per pupil expenditure in excess of $3,500. The inadequacies of Special Educa-
tion in D.C., in terms of numbers of pupils and per-pupil outlays, are of such
magnitude that they cannot be disputed.

Because we are not. unmindful of the financial problems of this city, were cognize
that the appropriate level of funding, which could require a five-fold increase
in the Special Education Budget., may be an unrealistic goal. At the same time, we
are certain that the District of Columbia must begin to close the appalling gap
between the needs of the handicapped and the meager programs currently
provided.

A significant start could be achieved by a fiscal year 72 appropriation of
$8,297,000 for Special Education. This would enable: 1) 24 new learning-disability
classes (to provide handicapped waiting list children "of nornml intellectual
potential" the opportunity to achieve their potential); 2) 31 additional teachers
for the more severely mentally retarded (to satisfy the waiting list and newly
identified pupils, and to provide for them the possibility of achieving some degree
of self-sufficiency); 3) 70 additional positions for the emotionally disturbed (to
permit behavior problems to receive necessary attention and, as a positive by-
product, to le,;sen disruptive situaticns that plague regular classrooms) ; 4) an
allocation of $2,300,000 for tuition grants (to provide for waiting list children for
whom there is no appropriate public school program and to cover anticipated
increases in charges) ; 3) 5 pre-Kindergarten classes (to begin a modest, urgently
needed program for children identified as handicapped early in life); 6) an ad-
ditional 30 aides (to enable more productive utilization of teachers' time in special
classes which are above the 8:1 pupil-teacher ratio); and 7) basic minimum funds
for necessary materials and equipment.

We earnestly request your careful consideration of these demonstrated needs.
Your failure to provide for them will force 1,800 children to wait another precious
year, and to lose an irretrievable part of their already limited chance to salvage
their lives.

GENERAL COMMENTS

1. Limited screening and diagnostic procedures make it impossible to determine
accurate statistics for the occurence of handicapping conditions among D.C.
pupils. IIowever, the enormity of the gap between numbers served and probable
incidence is obvious (see Table 1).

2. Increased resources for diagnosis, evaluation and periodic reassessment are
essential.

3. Appropriate programs must be made available to children identified as
suspected of having handicaps.

4. Adequate provision must be made for the sizable number of educable mentally
retarded who have been deprived of special classes as a result of misinterpretation
of the Wright decision.

5. Expanded vocational training is necessary in order to enable the handicapped
to become productive and avoid long-term cost to society.

6. Disabilities are more readily ameliorated by early remediation and treatment.
Pre-school programs for the handicapped must be instituted.

7. To fulfill the needs of the current waiting list would provide for less than 10%
of the children in need of special services (1,754 of 19,837 childrensee Tables 1
and 2).

8. Funds are needed to provide tuition grants for instruction in private institu-
tions when ldequate programs are not available in the public schools (see Tables
3 and 4).

9. A comprehensive plan for special education should be devised, funded, and
implemented so that handicapped children can realize and enjoy their potential
and become useful members of society.
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TABLE 1.ESTIMATED INCIDENCE OF SCHOOL-AGE HANDICAPPED CHILDREN IN THE DISTRICT OF COLUMBIA
AND NUMBERS ACTUALLY SERVED: SCHOOL YEAR 1970-71--AS OF APRIL 1971

HEW STATISTICS ON THE INCIDENCE OF HANDICAPPING CONDITIONS IN INNER CITY AREAS AS COMPARED TO
NUMBERS OF CHILDREN SERVED BY THE DISTRICT OF COLUMBIA SCHOOL SYSTEM

HEW incidence
rate Served

Estimated
unserved

Mentally retarded (7 percent):
Educable 9, 000 2 9, 000
Trainable 1, 500 62 875

Speech handicapped (3.5 percent) 5, 355 2 5, 355
Emotionally disturbed (2 percent) 3, 060 2 2, 534
Special education program "Socially Maladjusted" 3 444
Learnirl disability (1 percent)_ 1, 533 87 1, 446
Hearing impaired and tied (0.675 percent) 778 40 738
Crippled or health impaired (0.5 percent) 767 211 556
Visually handicapped (0.1 percent) 153 31 121

Total estimate (total Lcidence 14.675 percent) 22, 146 2, 309 219, 837
Served by Department of Special Education 3 1, 200
Nonpublic resources and tuition grants 665
Socially maladjusted 4 444

None in special education.
2 Minimal supportive services for a small portion through regular instructional program.
3 Includes 124 children in developmental center pilot programs; detail above totals 1,076 children.
4 Served in regular Instruction program.

Source of information on numbers served: Office of Director of Special Education.

TABLE 2.Waiting Lists of Handicapped Children in the District of Columbia:
School Year: 1970-71 (as of April 1, 1970)

W aiting list for placement in special classes--
Trainable mentally retarded 467
Children with learning disabilities 189
Emotionally disturbed or "socially maladjusted" 700

1 Minimum estimate

These children have all been diagnosed and evaluated. School authorities have
determined that they require special education. Yet, the Alternative I Budget
submitted by the School Board ($7,033,500 for special education) does not fully
satisfy these acknowledged needs. The proposed D.C. Council budget now .mder
consideration provides even less support.

Waiting list for tuition grantsVarious handicapping conditions 398
Total 1, 754

TABLE 3.Statement in Special Education Information Bulletin: 1970-711

This statement unfortunately, is highly misleading. The total allocation for
tuition grants for F Y 1971, $1,205,000, had been assigned prior to the opening of
school in September. Approved applications for tuition aid for 398 chikken have
been placed in a "waiting list" category due to lack of funds (see Table 4). The
Department of Special Education has discouraged additional applications because
it is unable to provide support.

Tuition Grants
Funds are provided for tuition grants for instruction in private institutions

when an ade(4uate program is not available in the public schools. Tuition grpnts
are provided for at/2 severely handicapped children whose needs cannot be met in
the public schools. (See Board of Education policy statement for June 17, 1970.)

Medical and psychological examinations required.
Documented, definitive information required.
Pupils ages 2 through 21.
Grant not to exceed 84,000 per year, unless additional amount permitted by

1 Page 18.
$ Emphasis added.
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Appeals Commit tee.
Membership:

521 pupils are receiving tuition
Blind 40Deaf

192Emotionally disturbed 79Health impaired
10Mentally retarded 138Multiply handicapped

Neur ologically impaired
30

These pupils are enrolled in 36 private schools.
TABLE 4."WAITING LIST" CHILDREN CERTIFIED AS ELIGIBLE FOR TUITION GRANTS, SCHOOL YEAR 1970-71

As of Nov. 18, As of Apr. 1,
1970 1971

Total
336 398

Blind
1

Emotionally disturbed
124

Mentally retarded

Health Impai red.
5Hearing impaired
4

Deaf

Multiply handicapped 103
5

4
i)
I)
1)
I)
1)

i)

Neurologically impaired
90

Categorical breakdown not presently available.

Source: Mrs. Mamie Lindo, supervising director, Department of Special Education, District of Columbia public schools.

By early December 1970, an additional 6 children had been added to the waitinglist, making a total of 342. At that time, according to Mrs. Lindo's estimates,approximately 200 of these children were in the public schools, inappropriatelyplaced; an estimated 100 were in private schools, with their parents paying thetotal costs and not even being reimbursed for the system's average per pupilexpenditure for normal children. The remainder, 30 to 40 children, were at homereceiving no school experience. Those in the last group are excluded from schoolbecause of profound disability or severely disruptive behavior.
As of April 1, 1971, the waiting list had increased to 398 children. Thus, at aminimum, there are 919 children currently eligible for tuition grants of which only521 receive aid. While the numberof children requiring assistance is increasing, theanticipated support is decreasing. A recent report from the Department of SpecialEducation projects that only a total of 484 children will be funded by tuition grantsduring the 1971-72 school year. The estimates given are as follows:

Number
Estimated per

pupil cost

Blind.
30 $4, 931Deaf

129 1, 787Emotional disturbed
87 3, 452Hearing impaired
29 2, 653Mentally retarded

141 1, 684Multiply handicapped and health impaired
38 1, 343Neurologically impaired
30 2, 792

Because of anticipated increases in tuition charges by private schools, tuitiongrants to the above group are expected to exhaust the proposed allocation of
$1,300,000. An additional $1 million is required to satisfy the present waiting list(that is, approximately 400 grants at an average cost of $2,500). This still wouldnot provide for newly identified handicapped children whose needs camiot be metby programs in. the public schools.
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WASHINGTON, D.C., September 24, 1970.
1)11. HUGH J. SCOTT,
D.C. Pubqc Schools, Presidential Bldg., Washington, D.C.

dat Da. SCOTT: Concerned Chime: f or Exceptional Children is an organization
which was formed two years ago becauso of the ovvriapping dim ts to obtain better
programs for the handicapped. Each of the organizations on the attache d
represent specific handicapping disorders and send a 1-epresentat lye t o our meetings.
Membership aLso includes parents, e ducators, psychologists and other interested
people.

Services to handicapped children offered by the District School system are at
this time critically deficient. We feel the entire school system, from the Board of
Education through the highest echelon of the school administrators, to the
principals and teachers of the neighborhood schools, share the responsibility for
this situation, along with the District Government and the Congress of the
United States.

The most fiustrating aspect of our organization's efforts in the past has been
the almost total lack of responsiveness that. we have met. We are often given
sympathetic hearings and assura:.ces that our requests will be carried out, but
there is very little consequent action.

We asked to meet with you at this time to present information to you in order
to shorten the time it would naturally take you to apprise yourself of the current
situation, and to stress how urgent the needs of the children are. We realize you
may have difficulty believing us when we tell you how severe the problem is,
but we hope to document our comments.

There are a Lumber of major areas of deficiency:
I: There is no comprehen.sive preschool screening for handicapping conditions
(a) Project headstart reaches only 3/j of District children.
(b) There is no census of children of school age, let alonepreschool age, although

required by law. The health services which could serve the schools, are fiagmented.
II: There is no adequate program of diagnostic services for school age children
(a) At present, responsibility for diagnosis and referral of handicapped children

is in the hands of the elementary school principal. Besides being generally over-
worked, many principals have neither the training nor the interest to adequately
carry out this responsibility. It is our experience that principals want to feel
that they can handle all of the children in their school building; since so few
schools have special classes, these children are often kept far too long in regular
classes. An additional problem is that where referraLs do take place, principals
and teachers are so demoralized by the lack of any placement, following testing,
that they come to feel that testing itself is a waste of time. There is no teacher
or principal education about the resources for handicapped chilchen, and often
there is no one in any given school who can provide any such information to
parents.

(b) Finally, the school administration has a generally passive attitude towards
screening and testing, leaving the matter up to parents and teachers, who may
or may not then be able to help the involved children.

III: There is a. chaotic system of reArral for services
(a) Several alternative recommendations are often made by Pupil Personnel

workers for any given handicapped child because of the awareness by these workers
of the terrible lack ot actual placement possibilities. Even if the poorest of these
recommendations is used, the record will indicate that an adequate W.acement hus
been made. It then appears that far more children are being adquately served
than is actually the case. For instance, a referral to the MIND program (a tutorial
program for slow learners under regular instruction) of an emotionally disturbed
child, is treated as an adequate placement for the records. Thus, there is no
indication, statistically of this deficiency of service, which should be used for
future planning.

(b) Finally, there is a tremendous reduplication of effort caused by the public
school very otten not accepting testing results of reputable outside testing serv-
ices, such as Gales Clinic, hloward University, private doctors, P Street Clinic,
etc. Reputable diagnostic clinics such as Howard University, test and diagnose
most adequately the deficiencies found in the children who come to them, only to
know that the educational needs of most of these children will go unmet. Mrs.
Mitzi Parks, Child Development Specialist at Iloward 1 nivemity's Diagnostic
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Center, had this to say at CCEC's February 5, 1970, meeting: "More than half

of our referrals come from the District Public Schoolsover half are mentally

retarded. I have a list of names of 300 children, tested by our Center, who are
misplaced in the public school. They are either educable retardates hi the severely

mentally retarded program, or educable retardates and children with learning

disabilities in the MIND program, and various other combinations of

mispla cements."
IV: There is a lack of follow-up testing
(a) Children are not retested at adequate, persistent intervals so that placement

failures tend t) persist and handicaps become compounded.
(b) Children who may have achieved maximum benefit from a given program

and are ready to return to the regular classroom are held back.
(c) The failure of iollow-up testing makes the assessment of programs impossible.

V: Lack of special education progranto
We will indicate at this point only the most serious deficits and give you supple-

mentary material that will indicate the full scope of the problem.

(a) hetardation.There is no program for the organically: impaired educable

retardate in our school system. Since 1967, and the Skolley Wright Decision, you

will find these children scattered all over our school systemin the SMR program,

in the MIND program, in reguicr classrooms, in nrivate schools and on their

waiting lists, at home, on the streets, and on the waiting lists of Diagnostic

Centers for placement. The public school has no waiting list because in their

opinion, this group of children is getting what. they need in the public school.

For the functionally retarded, there is the MIND program in a few schools,

which has never been evaluated for its efficacy. According to the President's

Committee on Mental Reordation, "The prevalence of mental retardation will

be found to be considerably greater than 3% among the lowest soeio-economic

levels."* 'Ine MIND program serves approximately 2500 children.

*The Problem of Mental Retardation, President's Committee on Mental Re-

tardation, 1969, pgs. 16 and 17.
The program which our schoul system persists in calling Severely Mentally

Retarded (SMR), IQ range between 36 and 51, and which in the profession is

known as the Moderately Retarded range (trainable), has some urgent, immediate

needs:
The existing program now services 679 rthildren manned by 57 teachers and is

critically in neeil of a reduction of pupil wacher ratio and teacher's aides. The

Board of Education set the ratio of these classes at 8 to 1 and in order to comply

with this rule we need 28 additional classes.
An additional 340 children, 325 of them in regular classrooms, 15 at home, have

been diagnosed by. Pupil Personnel Services as needing placement in the SMR.

special classes. This brings the need for 42 classes to take care of the waiting list.

(b) Children with Learning Disabilities (CLD) .By conservative estimates, 1500

children in the District have specific leqrning disabilities and there exist in our

school system, classes for 80 childLin. 130 children, now in regular classrooms

have been diagnosed by Pupil Personnel Services as* requiring placement in

special classes, with trained teachers.
(c) The Emotionally Disturbed.The Mental Health Association of the District

of Columbia, estimates a 295,000 District population of children up to age 19

(fact sheet attached). By National percentages, 1,770 of these children are psy-

chotic, 6,000 to 9,000 are severely disturbed, and anywhere from 24,000 to 30,000

need help of one kind or another with emotional problems. The magnitude of

this problem for our school system and its children, becomes abundantly evident

when Pupil Personnel Services' records disclose that 10,000 children in our school

system last year were the subject of parent-teacher consultation, 340 children

were suspended and 3,651 children were referred to Pupil Personnel Services

on Form 205 for testingall having behi.vioral difficulties.
Our school resources for children with emotional and behavioral problems

consist of:
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Social Adjustment Classes (no one in CCEC can determine what sort of pro-
gram this really is and what kind of need it is supposed to help)

Children

Elementary
112

Junior High
216

328

Boy'r, Junior and Senior High
36

Twilight program (approximately)
60

Total
424

An ad :Itional 78 students receive tuition grants to private special schools,
bringing ti:e total up to 502 children.

There are 13,790 children LOST between the MIND program, Junior Village,

on the streets, in jails and courts, and then there are the quiet ones.
No secondary program exists for girls.
(d) Speech, hearing, and sight conservation.There is a critical need of services,

supplies, and equipment in these areas. Our schools list the following programs:
Children

Hearing
64

Sight (with 2 classroom teachers and 6 itinerant teachers) 87

Rubella affected
18

Total
169

The more severe blind and deaf children are receiving tuition for private special

education.
(a) Gross inadequacy of secondary special education and lack of structured,

meaningf ul job training. Most special services, like CLD classes are discontinued

at the secondary level.
VI: Despite the shocking deficiencies noted above, there is an attitude of compla-

cency on the part of the school system for a variety of reasons
(a) inadequate leadership.
(b) a general and fallacious advocacy of placing all children in regular class-

rooms as an actual rather than an ideal policy.
(c) the education of handicapped children is considered a matter of luxury

compared with the pressing problems of general education.
(d) The issue of handicapped children has been dealt with, politieally in the

following manner: as a result of the Skelley Wright Decision following the Hobson-

Hansen suit, despite clear and specific ruling of the decree to the contrary, the
public school in the District of Columbia, has maintained that self-contained
classes for the handicapped was a form of segregation.

(e) this policy of self deception as noted above, by considering children ade-
quately served if they are listed in any program at all, would indicate many of
them are grossly misplaced.

(f) many administrators seem to be more preoccupied with job status and
maintenance of empires and bureaucratic formality than with the welfare of the

children involved.
(g) administrators feel it is the parents' problem rather than theirs, to see that

the child gets proper placement.
(h) the administration tends to discredit any other persons concerned with the

area of the handicapped and fails to communicate with outside agencies in the

field who could be a tremendous resource. On the other hand, parents and even
school personnel who need help cannot reach the Department of Special Educa-
tion for guidance and advice. Parents with children in the SMR program are too
often not informed about rudimentary and vital matters such as trips, transpor-
tation, opening of school, changes in placement, etc.

VII: Inadequate Planning
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(a) Special education funds and resources are most often cut in favor of otherneeds. ganizations such as ours devote many hours of their time preparing and
presenting testInumy to the Board of Education, the District Government. andboth Houses of Congress, specifically making known the need, and pressing foradequate funding. They have succeeded in getting funds allocated to specialeducation, only to have t!'e school system divert those funds to other programs.lere, we would like to mention the 1970 funds appropri +ed for an AssistantSuperintendent of Special Educat ion and that CCEC ha:; been promised theopportunity to sit. in on the selection connnittee proceedings. Also, in the ara ()fteachers' aides for the 1970 budget-70 were requestedis were appropriatedfunds for 6 or 7 recently "uni rozen". Where is the balance?

(b) The school administration does not share the community's concern aboutthe extent or urgency of problems in the area of educating the handicapped. Thus,
while 1500 children in need of one type of program alone, are not. getting served,
the administration is content with the receipt. of funds for token services in theyearly school budget. They put the pursuit and acquisition on the parents andorganizations like CCEC.

(c) Special education classroom space is dependent on whether or not a givenschool principal feels she has au extra room to spare.
(d) Failure to follow up prescribed, paid-for guidelines of the Passow Report.An outgrowth of this report was the Working Party's paper on Special Education,

which implemented the recommendations of the Passow Study. This plan wasapproved by the Board of Education. A copy of it is attached.
(e) Failure to adequately apply for, use and integrate all federal funds availablefor the education of the handicapped.
(f) Failure to assist families where private school placements have beenimpossible.
(g) Failure to streamline and improve the method of renewing grants and issuingnew grants.
VIII: Additional urgent problems

(a) The emotionally disturbed student must be separated from the men-tally retarded child.
(b) The acquisition and distribution of supplies and equipment.

We feel a good number of the deficiencies listed above are specifically attribut-
able to certain individuals in the administration, and, frankly, doubt that they arecapable of change and should be replaced. This statement is based on repeated,constructive efforts on our part, to obtain some meaningful change in services.We are not seeking for these handicapped children more than is their rightthe right to an education within their limits and potentials. The entire schoolsystem can only profit and be strengthened if the weaker of its members, andusually the last to he considered, are provided for.

Sincerely yours,
RALPH WITTENBERG,

President, Concerned Citizens for Exceptional Children.Attachments: List of member organizations, Pertinent pamphlets and mate-rial.

CONCERNED CITIZENS FOR EXCEPTIONAL CHILDREN OF THE DISTRICT OF COLUMBIA

Washington, D.C., January 14, 1970,
In the wake of the Skelley Wright Decision handed down in the Hobson vHansen suit, the District of Columbia Public Schools abolished its track sr Ateir,September 1967. As the public school administration interpreted this part of the

Decision, it meant the reldistrilaition of almost all children into the mainstream,
with emphasis placed on eradication of past practices that discriminated against
those children found in the so-called basic and general tracks.

The only classes left undisturbed were those for the trainable retardate, about
four classes for children with learning disabilities, a group of emotionally disturbed
stud( Its in "social adjustment" etass.s, and the ,.rthopedically handicapped.
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To assist those children found unable to hold their Own in the regular classroont,
a plan called MIND Aleeting Individual Needs 1 miywas fornntlated and is
now.th opentt ion in some 50 out of 14:i elemntary sehools and 2S out of 30 junior
high sehot Is, st rvicing a total of approximately 2,5s0 students. Some new develop-
ments have also taken plaice in i he Department of Special Ecuention. Are the
educatimial plans set. in motion by Our sclusol system since the SlwIley Wright
Decision. pmving effective?

Concerned rtizens for Exceptional Children,_coneirised of over 15 agencies and
ofganizat ions servicing all types of halidical.ped children, feel it is tim:. to review
the appn inches .o anti the Ailosophy 01 educating all children u ith learning prob-
lems, i.specially in the area of retardatioo.

On Thursday, February 5, 1970, at the National Education Association Build-
:11g, 1%1 M St reet, N.W., at. 8 p.m. we would like to address ourselves to these
matters, bringing to bear the thoughts ot sonic school administrators, board
members, parents, teachers, university people, U.S. Government specialists,
psychologists, etc. The issue is a vital one smd we urge you to attend. This inv:ta-
tion has been specifically directed to you, and we would appreciate knowing if you
arc unable to attend or to appoint a representative. You linty write OF call at
363-6007 after :1:3() p.m.

Sincerely yours,
ROSALI K IADAHOLA
Correspondin Set. etary.

Enclosures 1. significant pertinent events; 2. chart of services.

SIGNIFICANT PERTINENT EVENTS

1967
June 19 Skellev Wright Decision handed down in Hobson

v. Hansen
September Passow Report issued
September Abolishment of track system as practiced under

Dr. Hansen's administration
October Executive Study Group and Community Council

formed to assign specific sections of the Passow
Report to Working Parties commissioned to
formulate plans for implementation of the report

December Board of Education voted to accept the program
called MINI), worked out by Pupil Personnel
Services, to help those children now in the main-
stream and formerly in the basic track, or any
child unable to cope with a full day in the regular

196g classroom
March MIND was ins.tituted on a pilot basis
June The Working Party on Special Educa tion issued its

recommendations to the Executive Study Group
October The Department of Special Education became a

separate department
October Dr. Ilannirg ordeted the MIND program expanded

to the entire school system giving the program to
1969 the Department of Si..ecial Education to administer

N ovember MIND program becan.e part of regular instruction,
administered under Elementary and Fecondary
Departments

4.
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SPECIAL CLASSES AND SUPPORTIVE SERVICES FOR EXCEPTIONAL CHILDREN IN THE DISTRICT SCHOOLS

AS OF OCTOBER 1969

AI "I NISTRATED 61' DEPARTMENT OF SPECIAL EDUCATION

Special classes
Number of

classes
Number of

of pupils Waiting

1. Early childhood (Rubella) supervised by developmental center:
Elementary. 2 12

2. Children with learning dis. (including 1 CLD and 1 aphasic early years
under Developmental Center):

Elementary 11 82
Junior high
Senior high

3. Occupational classes (overaged for grade level but not old enough for
Junior high programs): Elementary 5 32

4. Social adjustment (including twilight classes at Hine Junior High and
5 engineered classrooms)

Elementary 20 150
Junior high 28 294
Senior high

Total . 48 444

5. Trainable mentally retarded (including 5 transitional classes for those
working above trainable level and those not benefiting from mind)
and 3 kmdergarden ciasses.

Elementary 41 375
Junior high a 153
Senior high 2 26 70

Total 51 554
6. Educable mentally retarded:

7. Hearing impaired:
Elementary 4 33
Junior high 1 11
Senior high

T .al 5 44
8. Sight impaired:

Elementary 2 18
Junior high
Senior high

9. Boys' junior-senior high (emotionally disturbed and socially mal-
adjusted): Junior-senior 5 70

10. Sharpe Health School Orthopedically Handicapped and other health
problems):

Elementary 12 125
Junior high 4 44
Senior high 4 28

Total 20 197

Grant total (Teachers,149; schools, 73) 149 1,453

SPECIAL SUPPORTIVE SERVICES

Crisis-Resource Centers_ 12
Diagnostic prescriptive centers 4 126 20
MIND Centers (Transferred in Novamber 1969 to elementary rid sec
Osindary instructional units)
For children experiencing academic difficulty and assessed by child and

youth study (pupil personnel servicu)
Elementary 62

t
'1

Junior High
I

50

ael la Total 2,580 2,256
Visiting Instruction Corps 46 263
6 Itinerant teachers for visually impaired
Administered by Regular instructional Elementary and Secondary Units

SUPPORTIVE TO REGULAR CLASSROOM AND SPECIAL EDUCATION

Speech and hearing clinic
Pupil personnel services, tatting and counselors
Reading clinic
MIND program since November 1969

Source: Enrollment figures from Dept. of Special Education.
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CONCERNED CITIZENS FOR EXCEPTIONAL
CHILDREN OF THE DISTRICT OF

COLUMBIA, 00 3422 OLIVER ST., NW., WASHINGTON, D.C. 20015

HEELING OF FEBRUARY 0, 1970, NATIONAL EDUCATTON ASSOCIATION BUILDING

Good Evening, and welcome to all of you.

It is the hope of parents present and not present tonight, that this assembly

leads to a path which will bring some peace to the heart of many a parent whose

child's capacity to learn is not normal, either because he was born to us damaged

or because the vicissitudes of lite have stunted his potential for learning. There

are parents here having children on many levels of exceptionality, no doubt

including the gifted, and Concerned Citizens for Exceptional Children hope

they will feel free to enter the open discussion period; as we hope everyone will.

Most of you have received with our letter of invitation, a description of existing

special classes and other services, with enrollment figures, plus pertinent data

which we hope you have reviewed. Since sending this data out the issues have

been further clarified. As they relate directly to the content of this meeting, we

quote from the abbreviated minutes of the November 24 Board of Education

minutes, recommendations made by the Superintendent and accepted by the

Board Members:
1. Transfer the MIND program from Special Education to Division of

Instruction.
2. Develop specific criteria for placement of severely handicapped children in

speeial claases by the Department of Pupil Personnel Services and Special

Education.
3. Reassess all pupils in CLD (children with learning disa%)ilities) and other

special classes concurring to the newly developed criteria and the pupils who

meet this criteria will be placed in special classes and the remainder will be planed

in the MIND program.
4. Direct the supervising director of the MIND program to prepare a statement

of immediate and projected needs, equipment, supplies, space and personnel for

use 1970-71 in order to effect an orderly transfer and eNpansion of the program.

(We wonder if this expansion can possibly be reflected in the 1971 budget now

before the City Council.)
5. Direct the supervising director of the MIND program to work with the

director of Staff Development in planning a program for training teachers in the

MIND program and explore possible sources of funds for this purpose.

6. Stuciy the personnel requirements of the MIND proffram and make whatever

transfers and adjustments that are deemed necessary to insure the smooth opera-

tion of the program.
These ,sweeping recommendations of November 24, now in the process of

administratively being carried out, make it ever more necessary to air and probe

areas of contern to determine where our con tern is justified and where it may not

be justified. °
Some questions which reflect our concerns are:

What criteria defining severely handicapped children have been evolved by the

Departments of Pupil Personnel Services and Special Education? Who are on the

committees developing these criteria? With this knowledge on hand, we can then

determine the kinds of needs the MIND program is expected to support. Certainly,

these criteria should be made public and transmitted to interested organizations.

We would think that the Board Members would find it most necessary to have

these criteria to study. These criteria will not only shape the needs of three vital

departmentsSpecial
Education, Pupil Personnel Services and Regular Instruc-

tionthey will also shape the character of the entire school system as they relate

to children's needs.
Is the MIND program being expanded because it has proven it can and has

succeeded in giving the necessary support to that group of children with multiple

needs ranging between severely handicapped and normal? Which needs is MIND

reaching and which needs is it failing? What measures are built into the MIND

program to insure that those children not progresii will be referred, swiftly,

-to additional respurces? In this connection, do 4he Departments of reguiar in-

struction, Pupil Personnel Services and Special Education have a viable, coopera-

tive working relationship vital to the success of dealing with "MIND dropouts?"

as they become identified? Is the Transitional Class to serve the needs of the

"MIND dropout?" If so, how many children are on the waiting list and what

educational needs do they represent Does a bottleneck appear at the point where

special education progams are nee,:ed and what are the resaons for a bottleneck?

75-590 0-7:1;--27
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Where does the educable mentally retarded child fit into this whole picture?In the District of Colinnoia Public School system, who is the educable mentally
retarded child and can the MINI) program help all EM It children? We under-stand that entry into the severely retarded classes (trainables) required an IQfunctioning level of up to 55 and has been upped to 65. What does this mean?
How will the new criteria now being worked On change this?If there are some educable mentally retarded children who cannot benefit
from the MINI) program, does the public school administration consider it illegal
under the Skelly INright Decision to program self-contained dame.; for the EMR,CLD or any child when it is professionally determined this would be the bestarrangement for. his progress?

As Pupil Personnel Services identifies specik needs, do they have complete
freedom to professionally prescribe and cholsse from a flexible arrangement of
programs, or are they forced to accept MINI) as a placement when they know
that certain children need more than MIND?

These are but a few questions. More will probably emerge during the open dis-cussion period, along with some possible answers, we hope.
We parents of children with handicaps, ranging from severe, to moderate, tomud, to borderline, certainly do not want our children walled oif from society.Nor are we overly concerned or fearful about the stigma of labels, especially it

we suspect that in the zealousness of the public school to eradicate this stigma,children's special needs get blurred and lost, thereby impairing or destroying what
potentials these children do have.

We need to know that our children will be given the benefit of a professional,well-thought ut, long-range school-life plan, which fits their needs and has the
flexibility to grow with their needs, which will include, first and foremostgood
teachersspecially trained to work with children having special needs.We need to be sure that those children kept in the mainstream are kept therebecause of professional determination, evaluation and conviction that this isthe best place for theie progress and not because the administration may be con-vinced that the mainstream is a means of complying with Judge Skelly Wright's
Decision relative to abolishment of the track system.

Parents, black and white, educated and uneducated, rich and p. findingeach other and working togetherseeking one thing from the public schoolsystem in the District of Columbiaquality education equal to the needs of theirchildren/
The Federal Government is more active today than ever before in funding pro-grams for the handicapped so that they may have a chance to take their place insociety. Now, the Public Schools must face the fact they can no longer concernthemselves mainly with educating children who can copethey must concen-

trate their resources, utilizing all the brains and help they can muster, in andoutside of the school system, to help those who cannot copein order to nut and
keep those children in the mainstream of life also/

We have asked a few people to make relevant comments. Then there will bean open discussion period.
1. Mrs. Dorothy Hobbs, supervising Director of the MIND program for the

MDistrict Public schools. rs. Hobbs could not be here tonight as some urgentfamily problems called her out of town. She has sent a description of the aimsand philosophy of the MIND program which she has requested be read.
2. 1VIrs. Mitzi Parks, child education specialist with the Child Development

Center at Howard University.
3. Dr. Gertrude Justisonserved 4 yrs. on Task Force for Special Education

of Consortium of Universities, 4 yrs. on education committee of Mental Re-tardation Planning Council 1 yr on working party for special education to
implement the Passow recommendations under the Executive Study Group, Di-rector of Special Education at Howard University (teacher training), expertwitness in the Hobson v Hansen suit; Now at Howard County, Md. in public
school system Director of the Child Study Center.

4. Mrs. Mary Young, Center Director for area 2 (southeast) with Pupil Person-
nel Services of District Public Schools.

5. Miss Jeanne Walton, former teacher, field representative for WashingtonTeachers Union.
6. Dr. Maurice Fouracre, involved in teacher training for special education

since 1942, affiliated with Marylon': University, Director of St. John's ChildDevelopment Center.
(MrS.) ROSALIE IADAROLA.,

Parent of an Educable Mentally Retarded Child.
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[From the Sunday Star, Washington, D.C., Feb. 15, 1970]

PARENTS, EDUCATORS CRITICIZE D.C. SL0W-LEARNER PROGRAM

(By Wayne Corey, Star Special Writer)

Angry parents and concerned educators have bitterly accused the District
school board's Special. Education Department of paying too little attention to
the MINI) (Meeting Individual Needs Daily) program, which endeavors to
provide special individual instruction to handicappid or "slow learning" children.

On Feb. 5, Concerned Citizens for Exceptional Children (CCEC) met to ex-
amine the present state of the program, which concerns blind and deaf children,
as well as those who have less than average intelligence but who are not sufficiently
impaired to be considered retarded.

There has been little publicity about the program, yet 25 to 30 percent of all
school-age children may actually require some form of individualized instruc-
tion according to J. Maurice Fouracre of the 'University of Maryland and the

JSt. ohn's Child Development Center.

PERCENTAGE HIGHER HERE

CCEC believes the percentage of District children requiring special instruction
is considerably higher than the national average, and it is extremely unhappy
with what it feels is a lock of concern for the program among school authorities.

At present, nearly 30 organizations are participating in the program in D.C.
schools. Approximately 2,900 handicapped children are involved, with an ad-
ditional 2,300 waiting to enter the program.

A former MIND teacher asserted that teacher are ill-trained to cope with handi-
capped children, who, frustrated over inability to keep up with other students,
become distruptive.

Dr. Fouracre said "the MIND program has been a dumping ground . . . a con-
venience" for many regular teachers who do not want to be bothered with handi-
capped or slow-learning children. Thus the children often cannot receive proper
education in MIND classes, either.

Another problem encountered by MIND proponents is an apparently greater
concern for severely retarded children over those who are nearly normal.

"Children who are retarded are lost in the scheme of things, while severe
deviants are given greatest attention," said Dr. Gertrude Justison, a former
member of the education committee of the Mental Retardation Planning Council.

Mrs. Mary Young, a team member of the D.C. Pupil Personnel Services, noted
that many children, who may be merely slow learners are labeled "retarded"
because of improper or inadequate diagnosis and insufficient testing.

"Is a 10-yeaT-old girl, who raises five younger children, but who cannot read,
retarded?" tithe asked.

A parent of an "educable" mentally retarded child, Mrs. Rosalie Iadarola,
questioned the on-going expansion of the MIND program and whether it can
support needs of children ranging from severely handicapped to normal.

THE WASHINGTON TEACHER'S UNION

1. The Wright Decree did abolish the track system. It did not at all deal with
special education. The school-system is free to form special classes for retarded
child: -,1 and otin r children with learning disabilities and emotional disturbances as
long as assignment to such classes is made on the basis of individual, competent
diagnosis and prescription, not on the basis of achievement or IQ tests.

2. The Mind. Program has not worked for the following reasons:
A. Children for the program are not carefully selected on the basis of individual

diagnosis and prescription.'
B. Only a handful of the children who need the program are reached.
C. The classroom teacher has not been instructed as to the purposes of the

MIND program, the particular problems of the child she sends to the MIND
teacher and how she can work most productively with the child in the regular
classroom.

1 There should be a diagnostic and prescriptive teaching program with ready access to all needed service&
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D. MIND teachers are not always carefully selected and do not always possess
the necessary qualifications. In several cases, secondary teachers with absolutely
no teaching experience were assigned to elementary MIND classes.

E. Some principals interfere with the program 13y assigning other duties to the
MIND teachers.

F. In some buildings, materials, equipment and space are far from adequate.

SPECIAL MISEDUCATION

THE POLITICS oF SPECIAL EDUCATION

(By Em Ham

By statute and supporting regulations all states either permit or require their
local school boards to maintain programs for children with certain physical,
mental, or emotional disibilities. l3elinitions of these "exceptional" needs vary
from jurisdiction to jurisdiction as do the specific terms of the enabling legisla-
tions. But all the statutes are designed to establish mandatory classifications of
children who are not expected to profit from regular classroom offerings and
who, if they are to receive any measure of equal educational opportunity, must
get differentiated treatment.

The umbrella term, special education, which most of these statutes take as
their point of departure, actually Covers many different problems. Factors in-
volving emotional handicap's, various cultural disadvantages, physical brain
damage, perceptual-motor distortions, and mental retardation can surface in
an infinite number of ways in the life of a particular child. The appearance of
one factor does not imply the presence of any other. Emotionally disturbed
children are often extremely intelligent. Mental retardates may not be emo-
tionally imbalanced. Children with perceptual handicaps may be neither dis-
turbed nor retarded.

But all the excepted characteristics share common statutory recognition by
the states. As it turns out, many have also come to share singleoften inappro-
priatemeasures for their identification and singleoften inappropriate
services for the diverse special needs they represent. Programs which might
succeed if they were addressed to particular disabilities have tried to reach them
all and so end responding to none. A Progressive movement, state-level reforni
intended to recognize that certain public school children would receive little
education unless they were given some supplemental services has come down to
the present in the form of a system that denies them any education at all.

Responsibility for this state of affairsas well as for the maintenance of most
of the programsfalls to the school districts. With the exception of those few
states which finance and operate independent special schools, statutes impose
only a broad duty on local boards to maintain adequate programs and create a
statutory right on the part of eligible school children within a particular district
to demand them. While some state boards of education have promulgated ex-
tensive administrative regulations governing local practices in this area, responsi-
bility for determining need and eligibility, placing particular children in particular
classes, and operating bhose special classrooms remains with the local boards.

BOSTON: CASE STUDY

If the special education situation in Boston is any indication of what is going
on in other urban areas, local systems everywhere may be violating their own and
their state's regulations, state statutes, and state and federal constitutions. Based
on the incidence of state recognized "special needs" in the national population,
Boston social psychologists estimate almost a quarter of the 96,000 local school
children should be eligible for one of the state-mandated special programs without
which the "exceptional" student cannot make educational progress.1

But some Boston programs reach less than a quarter of the students these
statistics predict as eligible. For example, 3% of urban school children will prove
to be perceptually handicapped. Of the 3000 cases this figure yields in the Boston

Hard statistics are extremely difficult to come by in this area. Definitions vary from study to study
and from locale to locale: different measurement instruments locate different numbers in the various cate-
gories. The Boston estimates, probably on the high side, are derived from A Task Force Study On Children
Out of School being prepared by Boston University Mental Health Clinic. For a more conservative national
estimate see Remaine Mackie, Special Education in the United States: Statistics 1948-1988 (New York: Teach-
ers College PressColumbia University, I969).
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population, the local school administration has identified only 150 eligible students

and is delivering services to only 110 of them. Similarly, two children In every
1000 will prove to te severely emotionally disturbed and 15 in every 100 could

benefit from extensive personnel counseling. Boston has placed 48 in the full-timn

classes that it maintains in the public system for emotionally disturbed eh adren

and has made alternative arrangements for 70 others.
Another Boston "special education" program, however, reaches many more

children than statistice preuict it should. The incidence of mental retardation in

the general population suggests that 1500 Boston children ought to qualify for the

state-mandated classes for children with a certain defined low level of learning

ability. Currently 2700 children have been placed in special classes for the mentally

retarded and another 1100 have been put on waiting lists. Some of those waiting

for "space to become available" continue to attend regular classes, but others are

told to stay at home, out of school, until they can be placed.
There are a variety of reasons for the gross underpopulation of home programs

and the gross overpopulation of others. To begin with, screening devices for the
identification of these problems are often not merely inadequate but non-existent,

and in direct violation of specific state board of education provisions governing the

operation of these prorams.
One Massachusetts statute, for example, requires local administrations to take

an annual census of mentally retarded children within each local school district.

The School Committee claims the police department takes it; the police have
never heard of it; and the city's annual report to the state board of education

lays the duty on the shoulders of the individual school principals. In the meantime,

the Boston director of the Department of Special Education says his staff is

"digging them (kids with special needs) out of the attics". Another regulation
requiring biennial physical and mental examinations is either openly disregarded

or observed by checking periodically for lice in the student's hair.
Under these circumstances, assignment to special classes is apt to be both

irrational and unrelated to the special needs of a particular child. Indeed in

some sections of the city, administrators regard the classes as convenient places for

dumping children who prove bothersome in the regular classrooms. Teachers,
frustrated by their inability to control particular students and understandably
worried about the effect of one disruptive child on the whole class, often seek

placement as a way of ridding themselves of a difficult behavioral problem.

And so many more boys than girls are assigned to special classes in the generally

female atmosphere of Boston's elementary schools, and many more blacks are

placed than whites in the distinctly Irish atmosphere of the city's classrooms.
In many of those cases there is no prior testhig, no post-placement testing, no

notice to parents, no record, and no attention to the state regulations which

require them all.
TESTING

Even when all the formal procedures are followed, assignment practices can

prove discriminatory. Minimum state criteria require, for example. only the use

of either Stanford-Binet or Wechsler Intelligenee Scale for Chiidren (WISC)
tests for diagnosis of special needs. Only those children who are referred by pariicu-

lar teachers as difficult in class take them. As it turns out, the instruments are
often too insensitive to reflect real need and those who are asked to take them are

the most likely to come from the kind of backgrounds that skew the test results.

Low score, on either or both of these tests are formally prerequisite to placement

ih Boston's special classes for the mentally retarded. Itecent research reveals
that these can beand often arethe results of a variety of factors other than

mental retardation.2 Extremely bright, emotionally disturbed children often
score low enu igh to be classified as "educable" or "trainable" on the single

standard the tests yield. Perceptually handicapped children cannot manipulate
the visual problems posed even though that has nothing to do with other charac-
teristics measured and may have little to do with their success in school. Children

from minority cultures and non-English backgrounds different from those on
whom the test is standardized have greater trouble merely comprehending
the instructions and so score lower for that reason.

I See, e.g., "The Incidence of Pseudo-RetardatIon In a Clinical Population," 109 American Journal of

Diseases of Children 42 (May 1965). This article concludes with spwitic suggestions for supplemental, diag-

nostic tests which can correct for many of the misreadings gleaned from the Stanford-Bineta and the WISC's.
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Any of these irrelevant but distorting factors should bc picked up by sensitive

trained testors. Stanford-Binets a id WISC's are individually administered,
individually scored measures. Properly trained test administrators can pick up

extraneous behavionel, physiological, or cultural factors which might skew the

results of a test aimed at determining the relative level of something quite different.

But Boston testors are all ex-teachers, rewarded for years of good service by

promotion to lower bureaucratic posts widely regardeci as enviable and easy
positions. While most meet the letter of a formal state requirement calling for

"qualified testors" few are actually trained in the art of test giving, few are

trained to recognise extraneous mannerisms in the test. takers which mtg. ht

indicate some reason for a low score other than mental retardation, few are widely

experienced in either the culture or the language of those minority groups who

most often find their way into the programs, and few are willing to commit

themselves to the considerable amount of time and energy it takes to give and

score one test accurately and responsibly.
No wonder, then, that independent agencies in Boston are beginning to find

that in some instances more than half of the children in local special education

programs have been misclassified. A Puerto Rican parents group, for example,

recently contracted with a local universPy mental health clinic to perform diagnostic

tests on their children who had been classified as either "educable mentally re-
tarded" (IQ below 80) or "trainable mentally retarded" (IQ below 60) according

to state standards. The clinic found that of the twenty-one children, eleven tested

in the normal intelligence range, some scoring as high as 1 l on the same test the

school system had used but administered by other people. Of those eleven, six

children evidenced emotional disturbances that would affect their academic
functioning and two were perceptually handicapped. Those ten others in the group

classified as "trainable mentally retarded" all re-tested in the educable range. But

six of them revealed severe emotional pathologies and two others were severely

handicapped by their inability to speak English. In this particular class, aft

twenty-one students had been either misdassified or misdiagnosed.

BASEMENT EDUCATION

But even for those properly classified, these programs often operate discrimina-

torily- in that differences in treatment between regular and special classes cannot

be reasonably related to any sane definition of differences in educational need.

In at least one district, for example, special education students are located in the

basement of the school building, are required to stay down tbere all day, and are

charged with the responsibility of opening the basement doors for late, but

"normal" students who have arrived after the other entrances have been locked

for the day. In another district, administrators refuse to allow emotionally dis-

turbed children to associate at all with the other students in the building. The ban

extended to building fire drills until the special teacher protested, "My kids burn

just like anyone else." At that point the principal included the emotionally dis-

turbed children in the drill but gave them a separate exittoward the alleged

fire.
Other less obvious differences in treatment are no more clearly linked to differ-

ences in educational need between regular and special students. Mental retardates,

for example, are not allowed to participate in such noncognitive activities as art,

music, and physical education with other children and are not eligible for speech

therapy, remedial reading, enrichment programs, or Title I fending at all. Many

of them have the same teacher for four or five yearsthuts building up, some say,

either a strong antagonism or strong dependency that makes progress difficult 3

while "regular" children get a change every year. Many are only eligible for special

programs until the age of fourteen at which point the school returns them home

while it retains others until eighteen at least. But the point at which any of these

differences take leave of educational difference and become legally discriminatory

is not entirely clear.

3 The fact that sTecial education classes are nonsequenttalwhile regular classes are has a furthfr important

discriminatory effect: those children who are misclassifled initially rapidly become 'mentally retarded '

since they are compared yearby year to children of the same chronological age who are beingexposed to more

and sophisticated material while they receive the same material year in year out. No alnourt of administra-

tive flexibility in theelassiflcation process can correct for this problem.
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WHAT CAN LAMY T.RS DO?

Boston poverty lawyers, aware of both the importance of moving in the special
education area and the difficulty of relating school practices to educational rights
and thus to legal harms, have preferred to begin under the state statutes and
regulations, trying to make local programs conform to them.

Thus far they have been frustrated at every turn. The fate of administrative
and statutory actions brought locally indicates something of their possibility
elsewhere.

Late last June, a South End attorney began an administrative action before
the state board of education under a standard administrative review provision
and on behalf of a group of children who, the complaint alleged, had been puni-
tively misclassified in special education classes. The named plaintiffs had been
retested at their own expense by independent mental health clinics and found to
have IQ's well above the special education class cut-off point.. Furthermore since
their situation was probably common to many others in the,,.city, the complaint
asked that the petition be considered a class action and tliae'all placem emts be
halted until the state could comprehensively review testing and placement pro-
cedures throughout the city.

Initially the state panel was enthusiastic about the case and promis3d the
earliest possible decision. Then the situation began to erode. After months of
delay, the state board quietly announced that it was limiting its decisionswhich
it still had not madeto the named plaintiffs and would not consider a class
action. Then the city director of special education either arranged scholarships
for them at private schools in the Boston area or moved them back into regular
programs. That, the state board claimed, mooted the case. And there was nothing
more they could do.

The primary reason for this reluctance to cooperate is the sensitive political
relationship between state and local boards of education at one level and between
local departments of special education and the local administrative framework
which governs then at another.

State boards of education, particularly in the strongly home-rule oriented
Northeast, have always trod lightly on ths business of local districts. When
enforcement of state regulations and statutes is left to the higher levels they prefer
to leave it altogether. Special education statutes were rammed through these legis-
latures in the late twenties by progressive reformers who chose that level of
government, not because it was peculiarly suited to monitoring local programs
but because it was there that a passionately interested minority could maximize
its numerically minuscule influence. The Boston administration has never shared
the enthusiasm of a few Harvard wives for the educational fate of 'emotionally
distrubed children. And the administrative boards set up at the state level to
manage the provision of their "special education" could never muster either the
political muscle or the manpower necessary to control the local programs.

In the meantime, the Boston Special Education Department has become the
bailiwick of a particular breed of local schoolman. Some on their way up through
the administrative hierarchy find their way into that department as a wary station
to higher positions. Others are offered jobs there as final rewards for teaching jobs
well done and friends well-kept during alma ;t finished careers. In either case,
particular competence in a specialized area is r ot demanded and initiative is not
appreciated.

Nor is the critically necessary cooperation between functionally related depart-
ments within the general administrative structure very much valued or practiced.
Boston's special educat:on department depends for its efficacy and accuracy on a
separate department of testing and measurements. An MIT administrative evalua-
tion of the managerial integration of the related areas &quid competition between
the two departments sa bitter, ill-feeling so, and communication so low that any
significant interaction was non-existent. The superintendent of qchools solved that
problem by making the report non-existent, refusing to release it to the public.
1Vere it not for a concentrated, highly visible, local political movement, the im-
portant issues that special education raises would also have disappeared and the
administrative reform that has been promised would never have been pledged.

WHAT CAN PARENTS DO?

The impetus for that change has come primarily from those most directly
affected by sped . education policies: those children (and their parenW who either
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cannot get the special treatment to which they have a right or cannot escape having
the service imposed upon them when they do not need it.

Several local parents groups have surfaced in the last two years willing to
publicize the results of their independent investigations of special education
practices and willing to bring on-going pressure to bear on administrators responsi-
ble for them. At the least, their goal is to make those departments accountable to
the most direct parties at interest. Where petitions for adrainistrative review and
proceedings under state and federal statutes and constitutions have stalled, this
technique promises to bring about real reform in the Boston special education
scheme.

There is increasing evidence that reform is needed everywhere. Nationwide
there are fifteen times as many blacks as whites in mentally retarded classes,4
almost certainly the result of discriminatory :.ireening, discriminatory testing, and
discriminatory placement on the part of responsible local boards. A recent detailed
examination of the relationship between mental retardation and economic status
concluded that the two were related in ways that discriminate against the poor.3
And many recent testing studies are beginning to find that the incidence of so-
called "psuedo-retardation" can be very high with certain commonly used in-
struments.

Those findings are affirmed locally in various places and various ways. Almost
30% of the stud.ents in California programs for the mentally retarded are Mexican-
Americans, most of whom have had little exp, rience with English.6 Less than half
the children established as eligible for special treatment in Louisiana have been
placed. In New York, the $2000 voucher given to those brain-injured children who
cannot find space in the special classes in the city is insufficient to pay the tuition
at any of the city private schools. And so, as in many othez cities, the children are
left withmst any schooling at all,

As they have done in Boston, poverty lawyers located elsewhere can beat their
writs into community organizers as a technique for remedying some of the sys-
tem's worst abuses. But there aro many other, more traditional, legal avenues
open and the situation is appalling enough to demand that they be explored.

First and most common to large urban areas is the case of children who would be
eligible for state-mandated special programs but who are receiving no services
because of inadequate space, inadequate screening programs, or insufficient funds.
Where state atatutes and regulations spell out criteria for these which local boards
must follow but simply do not, a suit requiring conformity between practice and
requirement should be helpful and fairly straiglatforward.

But if th 3 language of the enabling legislation is permissive and the local district
is only encouraged to maintain special programs, the individual student no longer
has a statutory right to differential treatment.

Enter the state and federal constitutions. The former usually require the provi-
sion of a universal free education explicitly. And though the latter makes no refer-
ence to a right to an education, many recent commentators have made convincing
cases for the idea that it is implicitly there. Under either document, anyone
attempting to establish a non-statutory constitutional claim on some kind of
differential school treatment must elevate the asserted but as yet unaccepted
right to an education up to a right to a special education.

That would be no mean feat. But if a court accepted the argument, a series of
ancillary (and eutirely worthwhile) duties would fall to the local systems including:
adequate universal access to the kind of tests which could identify legitimate
special needs ; adequate re-test provisions to check on placements; and services
based not on the special classification but special necd.

Absent the establishment of the necessary right to a special education, however,
a claimant is left in much the same constitutional position as that of a current
welfare recipient. Elnecial education would be a matter of state largesse. The fact
that a worthly individual did not receive the differentiated service would not
trigger his due process rights nor would the fact that others in substantially
similar educational situations received the services while he did not violate his
right to equal protection.

4 See Arthur Jensen, "How Much Can We Boost IQ and Scholastic Achievement?" XXX IX Harvard
Education Review 83 (Winter 1969). Jensen, of course, draws a very different conclusion from this ratio.

I Rodger Hurley, Poverty and Mental Retardation: A Causal Relation (New York: Random House, 1969) .
See the review in this issue.

See U.II. Palomares and L.C. JIhnson, "Evaluation of Mexican-American Pupils for EMR Classes,"
III California Education 42 (April 1966).

7 See the discussion of MacMillan v. Board of Education in this issue.
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The same e !el not be true of a child who had been misclassified in one of the
special educatims categories by local administrations and misplaced in one of its
programs. Witl,oitt a right to an education, a student has no claim on a state
benefit, but he certainly still does have standing to object to a state-imposed
burden.

For him that is precisely what misplacement in a class for the mentally retarded
amounts to. A normally intelligent but emotionally disturbed, perceptually
handicapped, or culturally disadvantaged child assigned to an inappropriate
special class suffers educationally in at least two ways. First, the school system is
doing nothing about the real cause of the student's low score because it has been
either misidentified or subsumed under the much broader category of mental
retardation. Secondly, the level of expected performance and delivered education
is less than the child is capable of. For example, Boston states its goal for special
classes as "helping the child become an adjusted individual at his level of mental
development in a world where he cannot excel intellectually." That description
may fit for children who are genuinely retarded but for those who are not, the
assumption of inferiority will limit arbitrarily the amount of education the mis-
placed child can get from school.

Theoretically that means the potential of the misplaced child is beinig developed
less fully by the state than the potertial of a similar child who has been appro-
priately placed. And humanly that g- ars' 'es degradation, humiliation, and
subjection to commonly held prejuc -e.s 4t mental retardation without the
benefit of a program responsive to rev ied in both cases the classification is a
state-imposeli burden and, with respe-" J child, irrationk

In addition the process which rest- 1.,,e! in the misclassification is itself often
irrational. Otherwise objective adminAr.orstive practices may prove discriminatory
in applicationas is the situation when no tests are given prior to punitive
placement and minority group testovs are systematically excluded from administer-
ing tests. Or structural components of the process may be discriminatory in
themselvesas is the case with many of the verbally weighted, middle-class
scaled, English oriented "intelligence" tests used as standards in the special
education area. An attack on either nf these aspects of the placement process
reaches back from the fact of misclabsification to its causes.

To reach forward to the substance of the programs themselves, when there is no
question of misclassification involved, is much more difficult. The rule of thumb
is easily stated: those differences in treatment which are related to differences in
educational need are at least permissible and at best constitutionally required.
Those not falling into this category are impermissible and perhaps unconstitu-
tional.

But holding a specific special education practice against that rubric won't
yield clear yes or no answers in most cases. Part of the reason is that we simply
don't know what techniques are effective in dealing with these "exceptional)'
children. There is as much controversy over the dimensions of a good program
for the mentally retarded as there is over legitimate ways to deal educationally
with minority groups. And part of the reason is that those factors which probably
have the most to do with the success or failure of a particular special class
teacher perception and expectation, classroom atmosphere the attitudes of the
wider communitysimply are not amenable to either formafdefinition or legalistic
control.

In the meantime, of course public school systems go right on identifyingand
misidentifyingspecial need; according to their own best administrative lights,
developing programs which they feel will be responsive to those needs, and allo-
cating different students among them.

In that process special education programs are only one small layerone is
always tempted to adopt current schooling metaphors and call it the 'bottom
one'in a many-layered system of differentiated programs for differentiated
students. The issues involved in deciding whether to assign a third-grade student
to an advanced or slow ability-grouped classroom are not much different from
those involved in deciding eligibility for and placement in one of the state required
special education programs. Neither are the techniques school administrations
generally use for this almost universal practice or the consequences of a particular
decision on the kind of education a particular 'normal' child receives.

g A recent informal survey by Boston area social psychologists revealed that most employers have strong
biases against hiring graduates of special education programs even though graduates performed well on
those jobs they were able to find
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Current abuses in the area of special education should give lawyers pause;childrer ';ith the recognized disabilities suffer most immediately. But the mannerin which school systems deal with their 'exceptional' children is only a paradigmfor the way they allocate their general school populations among various programs.And the disastrous outcomes raise serious questions about the ability of anyadminisi,ration to perform what John Gardner hails as the 'sorting process' ofochools.

LITIGATION STRATEGIES: MENTALLY RETARDED MUSICAL CHAIRS

(By Em Hall)
Two recent decisionsone a New York defeat by Federal Court decree, theother a California victory by stipulationindicate the pitfalls and promise oflegal attacks on school practices in the special education area.MacMillan v. Board of Education [Civil Action No. 3229 U.S.D.C.S.D. N.Y.,July 1969] began late last July in the Second Circuit District Court as a far-reaching Constitutional assault on New York's method of financing and operatingeducational services for brain-injured children and ended late last month as apicayune procedural debate over the meaning of Federal rules governing inter-venors and the appropriateness of convtning a three-judge district court.Plaintiffs in the original action were three children who had been certified asbrain-injured under New York statutes providing for the educations of handi-capped children who had not been placed in the special classes the local Board ofEducation maintained because of lack of space. In lieu of services, the plaintiffs hadreceived $2000 state vouchers. But the amount proved insufficient to purchase thespecial services in private schools, where tuitions ranged from $2500 upwards,since all children certified as handicapped are eligible for the $2000 state grant,private special institutions in the city treat that as a guaranteed foundation towhich they all add incremental amounts depending on the ability_of their clienteleto pay. As a result tuitions in these school range up to $5000, (No school chargesless than $2,500, leaving those unable to raise the differential helpless.) Since all theplaintiffs were poor, it was difficult or impossible to raise the extra money.That, the complaint asserted, violated the plaintiff's constitutional right to aneducation, it also violated the equal protection ctause in that the exercise of that rightwas conditioned on the wealth of those seeking to assert it. Plaintiff's attorneys askedfor the convention of a three-judge district court to hear motions for injunctiverelief since, to their way of thinking, the issues were both constitutional andrubstantial.

Ir lie end Judge Wyatt disagreed but it took months of procedural maneuveringto gbt that far. The reason: Every time attorneys put forward a brain-injuredpoor child who was either getting no services or was forced to make up the differ-ence between the state voucher and the private school tuition out of his ownpocket, the New York Board of Education would miraculously find a place forhim in the public schools' special programs or dodge the issue on other grounds.So, while there was a defineable class, representatives of it kept disappearing intoslots that hadn't been available before. Of the three original plaintiffs, one wasplaced in a public school program for the brain-injured, another was re-screenedand found eligible for regular classes, and the last was deemed ineligible for eitherbecause he could not be safely managed.
Ento two new "similarly situated" children on motions to intervene as plain-tiffs in the suit and representatives of the original class. One was immediatelyplaced in a special program by the Board of Education; the other was re-testedand found not to be brain-injured at all. Since neither represented impoverished"brain-injured children" who had not been placed in public programs and couldnot afford private ones, the defendant Board of Ed.ucation asserted that theinterventions were inappropriate and that there was still no legitimate cause ofa ction.
Presumably the Board of Education would have been willing to play this gameof brain-injured musical chairs ad infinitum. But instead of placing the lastintervenor, Mitchell Garlick, in a special program they re-classified him as mentallyretarded and emotionally disturbed. When Judge Wyatt ruled that the relevantclass under the New York statute was not only brain-injured children, but allhandicapped children, the board found itself hoist by its own procedural petardand the plaintiffs found a representative for a class that everyone knew existedall along.
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But that victory was short-lived, if long fought. Judge Wyatt went on to rule
that the relative ability of Mitchell's family to raise the differential amount of
money between the state's voucher and the private school tuition was so "ob-
viously insubstantial" that the situation did not even warrant convening a three
judge district court to hear the full claim. Education, the court ruled, was a state-
distributed benefit and not something the individual child was entitled to. As

such there was no issue as to Mitchell's substantive due process rights to an
education. And as a public benefit the equal protection clause was satisfied so
long as its distribution was numerically equal between eligible recipients. Need
as a criterion, Judge Wyatt said with an exact citation to Marx, was not the
"proper" and "traditional" way of distributing public benefits.

Considering the recent efforts of a series of commentators to bring education
within the sphere of fundamental rights the courts brief dismissal of the plaintiff's
entitlement assertion as "obviously vAthout merit" seems insensitive at best.
But Judge Wyatt felt that the distribution of educational benefits was more
analogous to subsidized subway fares, unemployment compensation, and GI
benefits than it was to either the poll tax or the criminal process.

In all fairness, the case came to the court in a sufficiently complex context to
scare off the most sympathetic judge. Framing the question as one of relative need
confused the root issue of evacuation entitlement in at least two senses. First,
Mitchell Garlick was asserting the right not to an education but to a special educa-
tion, and was therefore claiming constitutional recognition of his differentiated
educational needs at a time when courts are just beginning to deal with a possible

right to an undifferentiated education. Secondly, Mitchell wasn't being denied a
special education; his family merely had to make a greater effort to purchase it
than did other families with greater financial resources. The Garlick family had a
weekly income of $130; Mitchell's mother could have made up the difference be-
tween the state allotment and the private school tuition. Judge Wyatt was under-
standably reluctant to get the co;irt into the business of saying how lsard she would
have to work as a matter of law to do that orwhat other sacrifices she should make

to get her child into school.
But after subtracting the family's particular financial situation and Mitchell's

special educational needs, there remains the underlying notion that he was entitled
to some minimal educational service, as a matter of constitutional right. If he had
been receiving no education at allas is the came with many handicapped chil-
drenor if there had been no tuition voucher scheme designed to allow him to purchase
alternative servicesas is the situation in many less progressive states than New} ork
the preliminary and fundamental issue of educational entitlement could have been posed

That notion, as Judge Wyatt pointed out, represents a radical departure from
traditional constitutional theory. But it is a necessary (if not sufficient) first step in

reaching the obviously burdensome situation Mrs. Garlick found herself in. As
such it must be presented in its clearest factual light to gain some real chance of

acceptance.
Once uncabined, educational entitlement will reorient the impossible questions

of relative need and deprivation that so troubled the court in MacMillan, re-
formulate such problems as the difference between state grants and private
tuitions, and allow judicially manageable standards to re-surface. If Mitchell
Garlick had been entitled to publicly provided special education services and
the New York Board of Education had refused to provide it on the grounds of
lack of space, then the state would have been obligated to pay at least the full
tuition at the least expensive school offering minimally acceptable similar pro-

grams. The complaint's gravamen would become the service and not the tuition;
the test of tuition would not be relative individual need but sufficient money to
purchase alternative services in the private sector; and that issue, involving as
it does community standards, could be resolved by a court.

CALIFORNIA MIT

Diana v. State Board of Education 1C-70 37 RFP, Dist. Ct. No. California, Feb.
19701 chose a different standard approach to the worst abuses in the California
special education scheme. But the suit's aim was not so much to get children
with appropriate needs into appropriate programs as to keep children from
being misplaced in inappropriate programs. The attack naturally focussed on
classification standards rather than the educational needs of particular students.
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That meant the tests on the basis of which California school boards designated
certain children as 'educable mentally retarded" and placed them in special
classes whose aim was "to make them (the children) economically useful and
socially adjusted," and no more. Plaintiffs in the suit were all Mexican-Americans,
for the most part children of poor farm workers, who had scored below the cut-
off point on Stanford-Binet and WISC tests and so had either been located in
special classes or were about to be placed pending administrative action by the
local board.

The complaint recited a catalog of objections to the use of these tests on these
Iarticular children: a heavy emphasis on English verbal skills which discriminated
against Spanish-speaking etudente because the language of both the test and the
testor was unfamiliar; a built-in cultural bias in the verbal sections which posed
vocabulary questions in such a way as to favor children with middle-class ex-
perience (the test asked about the color of rubies, not plums; about umbrellas,
not sombreros; and demanded a response to "Why is it better to pay bills by check
than cash?") ; an IQ score standard that was invalid for children who had already
been misplaced in special education programs since it involved comparing the
mental age of the testee to his chronological age when the mentally retarded class
was not sequential in the same way that regular programs were; and a discrim-
inatory standardization of the scores and item of both tests in that they were
based on a sample population made up entirely of white, native-born Americans.

As proof of the effect of these various biases plaintiffs offered the fact that while
Mexican-American children made up 13% of the California school population,
they accounted for almost 30% of special education students within the state.
When the nine named plaintiffs were re-tested with the same inrtruments by
bilingual psychologists who allowed responses in either langugare, seven scored
an average of ten points above the state-mandated cut-off point and the other two
hovered around the line where before their snores had ranged from 30 (an IQ so low
the child would have been unable to care for himself) to 63. Furthermore, when the
mental age of the plaintiffs was compared not to those of a similar age in regular
programs but to those two years younger who had been exposed to roughly the
same opportunity to learn as had the special education children, all of them pro-
duced scores again above the cut-off oint. Finally, when the r _sults of the verbal
and non-verbal sections of the tests were treated separately so that the effect of
language differentials was minimized, plaintiff children again revealed scores at
least fifteen points above their verbal scores and again well above the special
education cut-off. Tests that purported to measure mental intelligence clearly
measured imet; ing else, to the detriment of the Mexican-American students.

To remedy the situation the plaintiffs asked for a variety of significant reforms.
All children from non-English-speaking homes could only 13e tested in both their
primary language and English, the tests to include only those questions which
did not depend on vocabulary, general cultural information, and verbal questions
unfamiliar to the normal minority child. In the meantime, California state
psychologists would be required to re-norm a new or revised IQ test whose items

would reflect Mexican-American culture and whose scores would reflect com-
parisons to the performance of minority peers and not the population as a whole.

For those local districts where the population of the special classes indicated
significant misclassificationsdefined as any district where the percentage of

Mexican-Americans in those programs was greater than the percentage in the
general school populationall so-called mentally retarded students would receive
re-tests in their primary language, the scores of which would be based solely on
their non-verbal, performance components. Where misplacements were unearthed,
the state board of education would begin and continue to monitor special supple-
mental programs designed to reintegrate the miselassified student into the regular

curriculum.
When the Californboard ia decided to settle the suit by stipulated agreement

with the plaintiff's attorneys, the possibility of discovering how far a federal
court might go in expressing judicial interest in the extremel3r controversial area
of psychological testing was foreclosed, as was the question of whether even the
most sympathetic court would find itself institutionally equipped to order the
significant institutional reforms the Mexican-American children asked for. In
the end the board of education acceded to all of their demands and even accepted
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as formai :tate regulations a new draft of the special education code re-written by
the plain. if?... But the precise course courts will take, faced with similar fact
situations av.,i more recalcitrant defendants, remains ambiguous.

So too do the precise legal implications of a multi-faceted and often ambiguous
complaint going to the heart of the technique most school administrations use to
justify (if not objectify) decisions as to which students will get what kind of
education. It is never clear from the complaint, for example, whether the primary
focus is on the way tests measure what they measure or on the narrow range of
.skills they measure. Re-standardizing test scores on the basis of a minority group
population promises more apparent than real reform; re-norming the tests on
the basis of minority culture may only correcc the most flagrant abuses in their
use. A Spanish-speaking child is aided obviously and immeasurably by examina-
tions given in his native language and drawing on items familiar to Ids experience.
But is it any real help to tell a child who runs the hundred-yard dash in 14 seconds
thai, his is the fastest time when white middle class students continue to run it
in ten and when his real strength is high jumping?

Nor is it possible to prediLt the receptiveness of a court to similar testing claims
on behalf of a different and more inclusive minority group. Language is only thP
most obvious cultural difference that may skew the extremely sensitive relation-
ships between testor, testee, and test instrument. Even though the research is
far from conclusive, racial mismatches, class mismatches, and testor-testee
mismatches have surfaced as critical components in ordering the relative influence
of these three in the production of certain test results with certain children.

For the forseeable future courts will hesitate to sort out this polycentric mess
in the framework of constitutional law. Stipulated agreements, where they are
politically feasible, can be flexible enough to respond to the real complexities of
the testing situation. But it is at least possible that the focus of court attacks on
the tests themselves is mis-directed.

The problem may be not the instruments but their uses, not the tests, but
their administrators. If that is so, a transfer of the power to use intelligence
tests in placing children ir special education programs may prove to be a legal
remedy more responsive to tio abuses they lend themselves to than any reformula-
tion of themto say nothing oi the fact that the language of masters and receiver-
ships is much more familiar to the courts than the language of statistical test
standardization.

The testing movement grew as a way of providing objective checks against
the bias of teachers who made educational decisions about children on the basis of
personal convenience. Current abuses in the use of intelligence tests can now be
seen as serving the personal exigencies of the school institution: Children who are
difficult to deal with educationally are shunted off into classes for the mentally
retarded where no education is expected.

Tests are used to justify this process but responsible use of them would never
permit this result. After all abuses in the current system have been exposed through
the use of new tes tors and not new tests. To do away with them al ogether would
throw school systems back on the days when instructors did what they pleased
with minority childrenwith worse results than today. And to preten(1 that
different children did not have very different educational needswhich properly
used tests can help to identiywould throw the institutions forward to that
chimerical liberal empyrean where all children would be the same before God and
the elementary school principal. Where systematic discrimination can be shown
and where that discrimination threatens important constitutional rightsas it
certainly has in California, Boston, New York, and New Orleansthen a more
educationally appropriate remedy might be an injunction against the further
institutional administration of intelligence tests and a requirement that the school
system contract its testing services to independent mental health clinics approved
by the court.

In the meantime, the relative success of Diana and the relative failure of
MacMillan indicates that for some time it will be easier to attack existing special
education standards than to delineate individual speciel needs and simpler to
police existing programs than to create new ones through the courts. Those who
feel the urge to shake the tail of the special education universe can take consolation
in the fact that, at these beginning stages, even the most straightforward legal
action will produce badly needed educational movement.
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LIFE RETAIWAT/ON: A REVIEW

POVERTY AND MENTAL R"TARDATION: A CAUSAL RELATION

(By Rodger Hurley, New York: Random House, 1969)

Mental retardation, Rodger Hurley argues in this study, is not so much the

result of genetic happenstance as it is a cultural imposition, one that weighs most

heavily on the poor. 111ental retardation is, in short, an outcome of the bad food,

bad health, bad education, bad jobs, bad housing, and all the rest that are the

special burdens of the poor.
The book, an exhaustive collection of observations and studies made over the

last half century, is most persuasive. Each report is briefly summarized and fully

cited, making it easy for readers to pursue more fully any particular aspect of life

retardation that interests or concerns him.
There is much collecting and little analysis here. In virtually swamping its

readers in facts and statistics, Poverty and Mental Retardation becomes a moving

declaration of the tragic consequences of social indifference.
For the lawyer representing the poor, this bock should be a first source of

social-science evidence on the consequences of neglect. Is it unequal access to

housing, exorbitant medical fees, job discrimination, or delivery of public services

that is being attacked in litigation? No matter what aspect of discrimination is

being challenged, Poverty and Mental Retardation summarizes the appropriate

studies in a form ideally suited to the needs of the advocate of the rights of the

poor.
This is particularly true with respect to questions of educational neglect. That

all children are entitled to something called a public education is so generally

accepted that only constitutional lawyers doubt it. That poor children suffer from

the debilitating effects of crowded classrooms, inferior teachers, and f: wer dollars;

that this suffering is reflected in consistently low scores on almost any measure of

educational achievement; this is less well understood. That this general frocess

which holds back poor children is also reflected in many school systems in classes

for the mentally retarded being overpopulated by poor and black children is hardly

understood at all. Hurley's description of the treatment accorded those children

who have been labelled retarded or uneducable by their schools is particularly

pointed. Consider his description of a "showcase" treatment center:

". . . it is severely overcrowded; it houses children ranging from murderers to

those who are the victims of badly bi.oken homes. All who can fit live in tiny

cells; the others live together on temporary cots in a large room. No education

is provided for the children; the only recreation area is a patch of black top

completely enclosed by screening. No child is allowed out of doors . . ."
[page 177; emphasis added]

Such treatment makes a mockery of the educational entitlement that these

childrenindeed, all childrenare guaranteed by the fourteenth amendment and

by state constitutions which provide for a universal system of free common schools.

It is a source of great concern to parents and educators; it demands challenges,

through test litigation and other representation, from the legal advocates for the

poor.
Hurley provides the statistics and the studies; in doing so he performs an

absolutely necessary service. What he has not doneand what badly needs

doingis to marshall these statistics and studies in a coherent fashion, to argue

from this diSparate array of information to a social policy aimed at eliminating

these outrages. What is called for is a set of recommendations that directly

address the social problems that lead to mental retardation and secure for the poor

child and his family a level of servicesdollars, jobs, education, healththat will
enable them to do more than merely survive. At present, as Poverty and Mental

Retardation makes abundantly clear, survival is for the poor a remarkable feat ;

but this is hardly a cause for social self-congratulation; it is a call for direct and

extensive social action. Certainly litigation in these areas is only a beginning, but

that is precisely what we need to do: to begin. David L. Hirp.

A BIBLIOGRAPHICAL NOTE: READING ON MENTAL TESTING AND RETARDATION

FOR LAWYERS AND OTHER LAYMEN

People who get exercised about special education have always tended to work

out th.eir rage on a typewriter instead of on the local school board. No educa-

tional area has been so over-researched and under-reformed. Among the literally
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thousands of books, studies, and articles dealing with the subject, the following
may prove to be of particular help to lawyers interested in moving against the
worst abuses in the current system:

Milton Schwebel, Who Can Be Educated? (New York: Grove Press, 1969).
The dean of the Rutgers Graduate School of Education takes a lengthy and in-
formed look at the way school systems decide which children get what kind of
educationincluding special servicesand finds the whole process wanting. His
culprit : IQ tests. The book is long on passion, short on scientific documentation,
and shorter still on viable reforms; it is primarily useful as an overview and as a
catalyst to further investigation.

Ann Anastasi, Essentials of Psychological Testing (New York: Harper and
Row, third edition, 1969). This is the most readable reference work in the com-
plicated but critical field of educational testing. The book includes chapters on all
different kinds of tests, including discussions of their purposes, construction, va-
lidity for different segments of the population, and appropriate use. The book is
easily comprehensible to the layman and provides him with the necessary ground-
work for talking to professionals in the field.

Note, "The Legal Implications of the Use of Standardized Ability Tests in
Employment and Education," (68 Columbia Law Review 691, April 1968). This
note deals more extensively with discriminatory employment tests than with
educational ones. Nonetheless, this highly controversial article represents a
pioneering effort at relating test construction and administration to constitutional
and statutory prohibitions against racial discrimination. It is an advocate's
brief, but very useful to lawyers.

Testimony of Doctor Roger T. Lennon as expert witness on psychological testing
(New York; Harcourt, Brace and World, 1967). Dr. Lennon, the chief test maker
for one of New York's largest publishing firms, has his da3r in court defending the
use of ability and intelligence tests in the Washington, D.C., school system as a
defense witness, and then submits to the cross-examination of William Kunstler.
The case, Hobson v. Hansen, resulted in a victory for the plaintiffs and is the only
court decision so far in which the tests themselves have been found to be dis-
criminatory. The book, which includes all direct and cross examination of Lennon,
will be helpful to litigators interested in testing for the sense it gives of the direction
court testimony is likely to take and the issues that are likely to be raised.

Sylvia Richardson and Jerrold Normanly, "The Incidence of Pseudo-retardation
in a Clinic Poprlation," (109 American Journal of Diseases of Children 432, 1965).
This is one of many reports on investigations of the misclassification of children
who appear to be mentally retarded but who are not in fact. The authors argue
that certain tests guarantee such misdiagnosis and go on to suggest ways to avoid
the problem through use of other, more evaluative and less predictive testing
instruments. The population under study was unique, but the discussion of how
to compensate for testing errors applies generally and will prove particularly useful
in devising remedies in litigation,

Note, "Education of Exceptional Children," (XXXVI Review of Educational
Research February 1966).

Note, "Educational and Psycholtigical Testing," (XXXVIII Review of Edu-
cational Research February 1968).

[WESTERN UNION TELEGRAM]
JULY 14, 1969.

To: MEMBERS OF SENATE D.C. SUBCOMMITTEE OP THE APPROPRIATIONS
COMMITTEE.

The more than thirty D.C. member agencies of Concerned Citizens for Excep-
tional Children unanimously urge your restoration of the $1.2 million cut from the
B gird of Education's request for Department of Special Education FY-70 funds.

his cut was made from the school budget by D.C. Budget Office prior to sub-
mission of budget to the D.C. City Council.

PRIORITIES IN RESTORATION OF FUNDS CUT

Sen. Pearson on June 16 requested a list of priorities in restoration of D.C.
funds previously cut. We support following order of priorities in restoration of $1.2
million special education funds cut:

1. $500,000Tuition aid for handicapped, previously cut by D.C. Budget Office
from $600,000 to $100,000.

q. I :str
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2. $96,757For Developmental Center, cut entirely.
3. $168,000Education Centers for Emotionally Disturbed Children, cut from

$336,000.
4. $60,000Salary for teachers for children with learning disabilities.
5. $3,000Special Pre-Kindergarten Program for handicapped children.
6. BalanceOther Special Education Programs.

THE NEED

This critical need is reflected by the fact that (1) in school year 1967-68, funds
were available for Lepartment of Special Education to serve less than 10 per cent
of the estimated 17,000 to 22,000 handicapped school age children of D.C.; (2) the
11 to 15 per cent of the total school population who are handicapped are scheduled
to receive through the Department of Special Education only 3.95 per cent of the
total schools FY-70 OPT G budget to serve their needs ; and (3) the restoration of
the $1.2 million previously cut can only be a, start toward their proper education,
since the National Education Association estimates that the handicapped child
requires two to three times the appropriation of the normal child to adequately
serve his needs. However, this $1.2 million is critical because of the programs itaffects.

ECONOMIC IMPACT ON D.C.

The economic impact on D.C. of educating, or not educating, the handicapped
D.C. school age children is great. Proper education now in special education classes
of the more than 15,000 handicapped D.C. children who went unserved in school
year 1967-68 would bring a massive infusion of income into the D.C. area in future
years. Eighty-five per cent of the handicapped, aaording to national associations,
aan be made productive with proper education and vocational training. Eighty-five
per cent of this 15,000 made productive, would bring into the D.C. area, year after
year, at least $40 million annually if each handicapped worked at only the mini-
mum wage of $3300 a year. This would bring in over $4.4 million in Federal in-
come taxes paid on that salary. D.C. needs the income and taxes these handicapped
could produce.

On the other hand, if we fail to educate this 15,000 now, they are destined to
become (1) institutional care cases at an average of $100,000 each in lifetime
Federal costs, or (2) welfare cases at an average of $44,000 to -$100,000 lifetime
Federal costs, or (3) become non-income producing dropouts and further economic
burdens to the D.C. area.

THE CHOICE

The choice, then, is clear. Educate these handicapped children and make them
productive, self-respecting, income-producing citizens, instead of future Federal
tax burdens on society. Your restoration of the $1.2 million cut can make a good
start in their rehabilitation. We urge this action and know that the D.C. Board of
Education will support you.

JAMES W. MCCORD, JR.,
Chairman, Concerned Citizene for Exceptional Children.
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SHARE OF D. C. PUBLIC SCHOOLS' OPEIATING
BUDGET ALLOCATED TC SPECIAL EDUCATICN

Fiscal Year 1969

- 305% Special Education
($3.21 Million)

Total $101 Million

Scurce: D. C. Mayor's Budget Proposal fOr FY 1970

Proposed
Fiscal 'filar 1970

3.95% Special
Education
($5.103 Eillicm)

Total. $132 Million

SPECIAL EDUCATION'S SHARE OF ENROLLMENT AND OPERATING BUDGET

Proposed Fisoal Year 1970

Enrollment

156,000 Pupils

Source: Mayor's Proposed FY 1970 Budget

75-590 0-72---28 10..d

Operating Budget

$132 Million
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OLD (SLD)
CHILDR$N WITH LEARNING DISABILITIES

(SPECIAL LEARNING DISABILITIES)

PERCENT OLD CHILDREN
NUMBER OLD CHILDREN

To1 tals

2% served

\

98% not served

1
Estimated incidence of OLD children

in total school population
is 1 percent or 1533of these 1533

children, only 31 were served in 1967-1968Sources: HEW January 1969 incidence ratesD.C. Schools Annual Report 1967-1968

1502 not served (est.)
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ENCTICNAllY DISTURBED CHILDREN

Percent of ED Children
Number of ED Children

-3060

11% serval
49 served

89% not served
2 73.1. not sarvoi

(eat. )

1967-68
Estimated incidence of emotionally

disturbed children of school age in D. C. is two percent,
or 3,060 children,

Of these, on11349
were served by the D. U.

public schools in 1967-69.SOURCES: 1. HEW, January 1969, evaluated incidence.2. D. G. Public Schools Annual Report, 196748 (umbers actually germ')
3. Paesow Report., Page 467
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SIMIPUrrbrihintA"
DEPT OF PUBLIC HEALTH

10 000 estimated incidenceMk=

43% I 4314 Unnerved (est.)

57%

.

1966-67 1967111-68

I.
Source: Passau Study, Page 405

Estimates of served and unnerved are from
the D. C. Department of Public Health as
reported in the Paasou Study.
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=NULL! MA= 01IXIMIN

aggigajt jasludgm
101700

82 served --b. en served

)Iuaber of IS Children

922 not served 9.867 npt aervej (est.)

19 7-6it

retimated incidence of mentally retarded children in the total D, C, school populatlun is

seven perne:t. or 10,700 children, Of these 10.700. car 833 were served in 3.967-68 in

special education programs (486 trainable children. 347 educable).

SOURCES: 1. President's Committee on Mental Retardation Inner-City Incidence, 7%

2. PaallOW Reports Page 2 405

3. C. C. Schools Annual Reporb, 1967-68 (numbers of retarded actually served

nuu cc.NW W. 7 5 5 9 0 ow .
Width a'(47/ , Depth 2 /
0 Sq. Ht. pkine 0 Dread 0 Poster poem

70

0 Duo Tome ED Rescreen

Addl. Info-

1537

,
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VISITING SPECIAL EDUCATION INSTRUCTION

HOMEBOUND AND HOSPITALIZED HANDEAPPED CHILDREN

Served

544

285

1966-7 1967-8

Source: (1) Passow Report, page 455.
(2) D. C. School's Annual Report, 1967-68.

OW\
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2211=1211.91211MUntaan

rt
4.

196?-68

Sourceii D.C. Schools Annual Report 1967-68
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VISUALLY,BANDICAPPED AND BLIND

PERCENT VH AND BLIND
CHILDASMI

17% serve

NUMBER VH AND BLIND
WILLIAM

served

63% not serv
28 not served(est.)

196 -1968

Estimated incidence of Visually Handicapped

and Blind Children
in total school population

is .1 percent or 153

of these 153 children, only 25 were served in 1967-1968

Sources: HEW January 1969 incidence rates

D.C. Schools Annual Report 1967-1968
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AVERAGE DAIUL H100.11SHIP IN D. C. PUBLIC SCHCOLS
Total Enrollment 156,603

Special Education

6,606

Fiscal Years 1966-1970

3, 6

1 4890

Schools

Junior High Schools

Senior HigA Schoole

IlliiElementary

' 1,00 1,603

1966 1967 1968 1969 1970

(Est)
(gat)

Fiscal Tears

Source: D. C. Mayor's budget proposal for F1-90, Oct. 1, 1968

*Includes vocational high schools and Americanisation and Capitol Page School,
in chart showing totsi enrollment.

1966 1967 1968 1969 1970
(Est) (E8t)

Fiscal Years

i
1-..0
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Precise figures are not available on how many handicapped
children there are in this country. From a review of surveys of various sizes
and some variation in definitions, the Children's Bureau has estimated theMany millions of children prevalence of certain conditions in 1960, and in 1970 should levels of
incidence continue unchanged. The figures shown are indicative of the large

have hancicaps. numbers of children in our population who have handicapping cOnditions.
By education standards, it is usually estimated that about 12 percent of children
of school age are in need af special education becave of handicapping
conditions.

number of children (in thousands)

Epilepsy (under 21)

Caning POW (under 21)

Mentally retarded (under 21)

Ey* conditions (5-17)*

Hearing Impairments (under 21)

Speech (5-20)

Cleft patate-cleft Op (under 19)

Orthopedic (under 21)

Consent Milieu( disuse (born sa. yr.)

Emotionally disturbed (5-17)

II Ann RAM

if

II

0 0
11. 1960 al 1970 *needing spedanst rare inctuding mbacere errors.

Sources tate Metionte Youth", ChIldrene Bump Publication # 460 ,social-and sehabiliation Service, HEW 19bU

WHO ARE THE MENTALLY RETARDED?

(By Gunnar Dybwad)
Gunnar Dybwad has been professor of human development, The

Florence Heller Graduate School for Advanced Studies in SocialWelfare, Brandeis University, since February 1967. Previously, hewas for 3 years director of the mental retardation project of the In-ternational Union for Child Welfare, Geneva. From 1957 to 1963
he was executive director of the National Association for Retarded
Children, and in 1963 also served as a consultant to the White Houseon mental retardation.

Not only in the United States but in many countries around the world, thereis today an unprecedented interest in the welfare of mentally retarded childrenand adults. Whole new systems of services to aid them and their families are beingdeveloped, supported by extensive governmental and private efforts. A vastliterature ha.s appeared during the past 10 years. Millions are being spent onresearch and demonstration projects.
Yet, one encounters with increasing frequency the questions: Who exactly arethe mentally retarded? Where are they? How many are there? The suggestionhas even been seriously made that there is no such thing as mental retardation.Those who make it point out that as the term mental retardation covers a multitudeof widely divergent conditions, resulting from separate biological or culturalorigins and manifesting themselves in different, unrelated forms, there is nological basis for a collective designation.
For a good many years, similar arguments have been raised against the termmental illness, which also covers a large conglomeration of conditions of diverseorigin.

NOTE.Based on a paper presented at the Summer Institute on Social Work in the Rehabilitation ofMentally Retarded Persons, Columbia University, July 17, 1967.
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I cannot subscribe to such a view. It seems to me that for the daily practice of
persons en.maged in rehabilitation, health, and welfare services both these terms
are usefu!. I am willing to concede that there may be some validity for speaking
of mentat iihtesses rather than mental illness and also for using some plural forms
for the collective terms epilepsy, cerebral palsy, and mental retardation. Y et we
have traditionally used the singular in a plural sense without any real problems
in communication.

A different position would have to be taken by physicians, biochemists, and
other biological scientists concerned with specific diagnostic and therapeutic
considerations. But when a discussion is focused on the social manifestations of
retardation and the social measures needing consideration, I think we can find a
sufficiently firm point of departure in the concept of mental retardation defined
as significantly subaverage intellectual functioning, manifested during the development
period, and associated with distinct impairment in adaptive behaviors.

This is the definition 3f th.; American Association on Mental Deficiency with
the addition of two qualifying adjectives. I have modified "subaverage" with the
word significantly. as suggested by John Kidd,' and "impairment in adaptive
behaviors" with the word distinct. This modification conveys disagreement with
the view of ti.ose who are inclined to extend the concept of mental retardation to
cover relativE ly minor deviation from the norm. Both from the point of view of
the persons so characterized and from the point of view of effective administration
and practice, a more circumscribed concept is preferable, one that would exclude
the broad and confusing area termed "borderline."

In 1953, an expert committee of the World Health Organization suggested for
international usage the term mental subnormality, subdivided into two categories:
mental deficiency for cases of biological origin, and mental retardation for cases of
sociocultural origin. Even though this proposal was a focal point of a widely
distributed pamphlet published in 1954 and entitled "The Mentally Subnormal
Child," 2 this terminology has not been accepted, and the World Health Organi-
zation today is using the general term mental retardation in its official documents.

Where does this leave us as far as the boundaries of mental retardation is
concerned? In the past, the likely answer to this question would have been that
an IQ rating of 70 or 75 on a standard intelligence test would constitute the
upper boundary. But today one would have to answer the question differently,
saying that in general the term mentally retarded does not usuall3r apply to anyone
with an intelligence score above 70 or 75 but by no means includes all with lower
scores, and in exceptional cases may apply to persons s ho score higher. Whether
or not a person should be designated as mentally retarded depends not just on
measured intelligence but also on the second criterion in our definition of mental
retardation: a distinct impairment of adaptive behavior of the sodal performance
in day-to-day living normally expected from a person of a particular age by the com-
munity (or culture) of which he is a part.

Thus a man who scores 65 on an intelligence test and who at the same time
shows himself well able to adapt to the social demands of his particular environ-
ment at home, at work, and in the community should not be considered retarded.
Indeed, we now know that he is not generally so considered. This is why large-
scale attempts to identify the mentally retarded in a given community always
end up with a far smaller number of persons than had been predicted from the
expected distribution of intelligence.

However, in spite of growing acceptance of this second criterion, "social adapta-
tion," attempts at quantifying it through measures similar to the various intelli-
gence tests have thus far failed. This is why at this time it is impossible to give
a clear answer to the question, "Who are the mentally retarded and how many
aro there?" It seems clear, nevertheless, that the still widely made statement
that 3 percent of the population are mentally retarded is no longer tenable.

PREVALENCE AND DEGREES

But what do we know about the prevalence of mental retardation? We know
that in the sc-called developed countries between 1 and 2 percent of the popula-
tion--in other words, one to two persons per thousandare so retarded as to
require residential care under present circumstances.

1 Kidd, J. W.: Toward a more precise definition of mental retardation. Mental Retardation. August 1964.
1 World Health Organization: The mentally subnormal child: report of a joint expert committee convened

by WHO, with the participation of United Nations, ILO, and UNESCO. WHO Technical Report Series
No. 75, Geneva. April 1964.



438

With a somewhat lesser degree of certainty, it can be said that in the developed
countries between 3.5 and 4.5 persons per thousand would score below 50 on an
intelligence test.

In looking at these two figures, it is important to recognize that the first, of one
to two persons per thousand in need of residential care, includes a large number
of persons who could score above 50 on intelligence tests but are markedly impaired
in social adaptation.

Attempts to get a true estimate of how many mentally retarded persons there
are outside these two categories have thus far resulted in widely varying figures
the lowest ones coming from the Scandinavian countries. Cultural factors and
educational policies seem to play a major role in this regard. We must today
admit that we know far less than we thought we knew 5 or 10 years ago!

But what about the qualitative aspect of mental retardation? What can be said
about different degrees of retardation among the mentally retarded? Here, too, we
find that our knowledge is far less definitive than we once thought. Twenty years
ago, anybody who had taken a course in psychology "knew" that the mentally
retarded consisted of morons, imbeciles, and idiots and that these terms were
defined by IQ scores from 50 to 70 or 75 in the first instance, from 25 to 49 in the
second, and from 0 to 24 in the third. Later, as increasing opposition was expressed
in regard to these particular terms, "mild," "moderate," and "severe" were
substituted as more appropriate and were adopted by the WHO in its 1954
reports.2

It was a happy state of affairs for those of us involved in decisions about mentally
retarded persons. All we needed was a psychometrician to provide an IQ score for
our subject and, presto, we not only knew to which of the three levels of mental
retardation to assign him, we also could find out from charts in textbooks just
what could be expected of him. And since IQ's were believed to be fixed, that was
that.

But then came disturbing new discoveries. First, IQ's as an expression of a
person's intellectual functioning were found to be subject to distinct changes if
conditions in his life changed to a sufficient degree. And second, social adaptation
was found to be a crucial factor, along with measured intelligence, in judging the
degree of a person's mental retardation.

And how has practice in health, welfare, and rehabilitation agencies responded
to these discoveries? Quite remarkably, it seems to me, by ignoring them and
continuing to use the old convenient terms and basing judgments almost entirely
on the measured IQ

AREAS OF CONFUSION

Educational practice has unfortunately confused the situation even more.
In the 1950's educators in our country commendably sought to widen school

programs for the mentally retarded beyond the classes existing for the mildly
retarded. They believed that persons of less intellectual endowment than those
admitted to these special classes required quite different methods of teaching. They
therefore made a distinction between the kind of programs to be provided for
mildly retarded persons whom they regarded as capable of profiting from an
"educational" process and for the moderately retarded whom they regarded as
capable of being "trained" only to do the simplest tasks, incapable of rational
thinking, and unable to acquire any kind of academic skill. Hence the terms
"educable" and "trainable" came into use.

Unfortunately, shoddy thinking brought about a perversion in the use of these
terms. Originally they described two types of schooling, but nobody had suggested
that all children with Iircl's between 25 and 49 would be capable of profitably
attending classes at the "trainable" level. Yet, by and by, more and more workers
and writers in the field of mental retradation simply referred to all children with
IQ's between 25 and 49 as "trainable." The result, of course, was that some
"trainable" children have been found by the schools to be untrainable, that is,
inadmissible to the classes. Still worse, some workers refer to postschool young
people and adults as "educable" or "trainable" even though no sheltered work-
shop has ever found performance in an "educable" or a "trainable" class to be a
reliable predictor of performance in the workshop, where quite different kinds of
skill are demanded under quite different circumstances.

Another remnant from the period when a person's intelligence was regarded as
static is an unfortunate misunderstanding of the psychological concept "mental
age." Intelligence tests consist of a succession of subtests corresponding to the
performance that can be expected from the average child of a specific age. It is
all right to say that a certain 20-year-old person scored on a certain part of an
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intelligence test only as high as could be expected of a 3-year-old child. It is a
questionable practice, however, to combine this 20-year-old person's ratings on
various parts of the test and say that he scored the same as would be expected
of a 33/2-year-old child when what actually happened is that on some parts of
of the test he scored as low as a 2-year-old and on others as high as a 6-year-old.

Most people do not keep in mind that the term "mental age" refers to the result
of a mathematical averaging of a large number of scores on test items. This leads
to the further misconception that a 20-year-old man with a "mental age" of 332
is like a child of 334 and therefore should be treated like such a child.

This is, of course, disastrous nonsense. There are no 33.-year-old children who
are 5 feet 7 inches tall and weigh 160 pounds, who have had 20 years of some kind
of social experience, who have mature sexual organs, and who have the strength
to stand for several hours lifting heavy logs onto a truck. Mentally retarded
persons are not "eternal children," and this sentimental way of referring to them
is an insult to their dignity as human beings.

CONFUSIONS ABOUT PROGNOSIS

Another point needs to be emphasized. Mental retardation is not infrequently
associated with physical handicaps, particularly with sensory distubance, crippling
orthopedic conditionE , cardiac and respiratory irregularities, neurological defects,
and deficiencies in motor coordination and muscle tone. Any or all of these defects
may substant ially impair a retarded child's social adaptation and also deprive
him of op.,..(n turt:( i;)s for intellectual stimulation. Yet often we judge the rehabilita-
tion pot.mtiai retarded persons without first making a determined effort to
alleviate such physical handicaps through medical intervention and thereby
bring nnprovement in he person's general ability to function.

Too frequently a diagnosis of a child's condition is automatically read as a
prognosis instead of merely as an assessment at a given time under given circum-
stances that. is subject to change with time or under changed conditions such as
increased stimulation or therapeutic or educational intervention. The confusion

between diagnosis and prognosis leads to a vicious cycle: when a mentally retarded
person is regarded as unable to learn a certain task, he is excluded from training
programs and thus deprived of an opportunity to prove himself, and his subsequent
very poor performance is then regarded as bearing out the initial low estimation
of his capacity.

Nevertheless, retarded persons have made remarkable progress in general
functioning in spite of initial low test performance when vigorous steps have been
undertaken to ameliorate adverse conditions in their lives and to subject them to
appropriate schooling or vocational and social training.

While in isolated instances some excellent work has been done in this country,
the major work in demonstrating the rehabilitative potential of seriously retarded
persons has been done in England. Since 1955, Alan and Ann Clarke, Beate

Hermilin, Neil O'Connor, Jaok Tizard, and Herbert Gunsburg have been reporting

in the professional literature the results of studies that clearly show how badly the
capacity of persons with IQ's under 50 have been underestimated.s-6

Again, with outstandiniF exceptions, we in this country have been rather slow
to emulate the pattern set En England in developing work training for the seriously
retarded or even to recognize adequately in our professional literature the signifi-

cance of the findings of research done there. In fact, professional workers often

seem to react with hostile resentment when confronted with information regrading

the vocational and social achievements of severely retarded persons.

AN ILLUSTRATION

At this point, it seems pertinent to summarize the case of a young worker in an
industrial training unit that is part of the mental retardation facilities in the city

of Oxford, England. The case is presented in more deail in an article by Paul

Williams in the Journal of Mental Subnormality.7

s Clarke, Ann M.; Clarke, A. 1). B.: Mental deficiencythe chaul;::-.i, moulok. Methuen & Co., Ltd.,

London, England. 1958. (Second edition, I965.)
4 Clarke, A. I). B.; Hermilin, B. F.: Adult imbeciks: Their abilities and trainability. Lancet, August 13,

1966.
$ O'Conner, N.; Tizard, J.: The social problem of mental deficiency. Pergamon Press, New York. 1956.

Ounzburg, H.: Social rehabilitation of the subnormal. Bailliere, Tindall & Cox, London, England. 1960.

Williams, Paul: Industrial training and remunerative employment of the profoundly retarded. Journal

of Mental SubnormalUy, June 1967.
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This young man, John, is today 18 years of age. He is an only child, whosemother, a teacher, waS 44 years old when he was born.John's early childhood was uneventful. At age 2, he started to talk and couldsay a number of words distinctly. However, by the time he was 5, he was clearlyseverely retarded, and so he was placed in a local training center similar to ourclasses on the "trainable" level. A,t that time, he scored a social age of about 18months on the Vineland Scale. In the following year, at age 6, he failed to scoreon the revised Stanford-Binet intelligence test and, again, scored a social age ofless than 2 years on the Vineland Scale. He was away from school a great dealbecause of illness, and while he was ill he stopped talking altogether. Ile has hadno recognizable speech since.

During the ensuing years until he was 15 years old, John remained in the lowestclass at the training center, a class that caters to the "babies"preschool agedchildrenas well as to older children who are very severely handicapped withboth physical and mental deficiencies.This is a good example of a practice (common in this country as well as inEngland) that is purely for the convenience of the staff and administration anddoes not take into account the major needs of the children involved. Severelyphysically handicapped retarded children are a particular "bother" and thereforeall too often are left with the lowest ability group even when they have a greaterdegree of intellectual ability and could profit from stimulation of more intelligentchildren.
When John was 15, he was admitted for a temporary stay to a newly openedjunior hostel for retarded children and adolescents in Oxford so that his mothercould have a brief vacation. This type of institution represents an importantnew kind of service in England that is rarely found here. To the great surprise ofeverybody, John adjusted well to the hostel and made definite improvementin his ability for self-help. When the time came for him to return home, the staffsuggested that it might be well if he could stay at the hostel for 5 days each weekand spend his weekends in his mother's home.This arrangement was made, and as a consequence John improved a greatdeal in his general functioning. Nevertheless, 6 months after his admission to thehostel, his rating on the Vineland Scale was only 2 years 2 months. On the Minne-sota Preschool Scale, form A, he passed only one item, showing a nonverbalmental age of approximately 2 years and a verbal mental age of less than 18months. He still had no speech.
Here, then, was a young man with mental retardation about as severe as one islikely to see in the community, who had had the benefit of a "training center" for10 years, and whose advance during all those years was so minute as to suggestdour prognosis. Nevertheless, when a new industrial training unit for the mentallyhandicapped was started in Oxford, the director of the hostel strongly urged thatJohn be admitted to it. Naturally, the training unit received this suggestion withmuch skepticism, but, nevertheless admitted John for a trial period.For the first 2 days the manager of the industrial training unit spenta great dealof time working directly with John. In the beginning he had to hold John's handsand force the action required for the simple task he was to dostripping someplastic material from the product. After a while John began to dislike being held,and he began to work independently. After 3 weeks he had fully mastered the taskand could be placed at a work table with other trainees. He thus became a memberof the working group.

I cannot go into all the details of John's growing adjustment, but I will describebriefly his subsequent work performance. During a typical morning's work, hesorted pieces of plastic of two shapes but of the same color and of about the samesize. He worked slowly but steadily. During one half-hour period he sorted 700items without making a single mistake. He also demonstrated that he rememberedand could take up again without error a working procedure that had been 1aughtto him 2 to 3 months earlier but that he had not been engaged in for some time. Healso showed an ability to identify and correct mistakes that he made in his workand to react appropriately when two boxes in which he was placing parts wereswitchedhe would switch his hand movements in order to continue to put theright part into the right box.
John still scores a nonverbal mental age of between 2 and 2%. years on tests. Hestill has no recognizable -peech but can understand simple commands, and herecognizes his own name. However, his placement in ow hostel has made it possibleto involve him not only in a work program but also in a program of recreation andsocial activities, an opportunity he never had before.
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It is often said that we should not push persons of such extremely low intellec-
tual capacity into workthat this is a cruel and unethical procedure. Yet all the
evidence seems to point to work performance as the factor that stimulates such
persons sufficiently to enable them to participate in and enjoy group recreation
programs and other pursuits.

I have purposely chosen an illustration from the lower levels of mental retarda-
tion because it seems to me that we have, at this time, more to learn from the
lower levels that we can apply to the upper levels than the other way around. But,
certainly, I am aware that quantitatively the bulk of our work must be directed
toward the less severely retarded, a vastly larger group of persons.

AN EYE TO THE INDIVIDUAL

lc, seems obvious that we have been far too much influenced by prejudicial
generalizations about the expected learning capacity of mentally retarded persons
as a whole and have let these generalizations stand in the way of efforts to help
each retarded child and adult reach toward his highest possible level of life ful-
fillment at home, at work, and at play.

One of the most significant areas of recent exploration in the field of mental
retardation deals with the development of the self-concept in mentally retarded
children, regardless of the degree of their handicap.8.9 Further studies are needed
to find out how the retarded person sees himself among his classmates or his
colleagues in a workshop, whether less or more severely handicapped or nonhandi-
capped; how he sees persons who teach him or work with him; and how this relates
to hcw the workers see him. For example, what does it mean to a retarded ado-
lescent to be treated in school like a little child, singing nursery rhymes and play-
ing "silly" games although after school hours he joins the rough life of the city
streets?

Studies are needed to show the problems arising from the different kinds of
worlds confronting the retardedthe worid of home, the world of scli.00l, the world
of the street and community, the world of workand their often so different
levels of language, feeling tone, and expectations.

Research is also needed to develop criteria for making an adequate quantitative
assessment of capacity for and performance in adaptive behavior. And such scales
must be tested in day-to-day practice to provide an operational basis for the pres-
ently accepted definition of mental retardation.

Above all, developmentally appropriate activities need to be provided for the
mentally retarded for all aspects of life at every stage of life.

* * * the Welfare poor have managed to hide themselves behind our image of
them as defectives. They have consented to think of themselves as "multiproblem"
or "culturally deprived" because they are not so secure in their dependencies that
they wish to cause trouble. Besides, they are not fools. They see that their families
are often likely to be in a turmoil and that their children are often doomed to certain
pathologies. Why should one expect them to be otherwise? But what is appalling is
how they have been cajoled into seeing all their problems as arising from every
conceivable factor except inadequate public services and deprived economic
conditions . . . .

Richard M. &man, "The Poorhouse State," Pantheon Books, New York, 1966.

8 Cobb, Henry: Self-concept of the mentally retarded. Rehab:Illation Record, May-June 1961.
0 Edgerton, Robert B.: The cloak of competence; stigma in the lives of the mentally retarded. University

of California Press, Berkeley. 1967.



CHRONOLOGY OF SOME OF THE EFFORTS OF THE D.C. AssoetvrIoN FOR RETARDEDCHILDREn INC.v7ORMERLY HELP FOR RETARDED CHILDREN), 3422 OLIVERSTREET, N.W., ASHINGTON, D.C. 20015
JANUARY 19, 1972.To: Health Planning and Advisory Committee, Sub-Committee on Develop-mental Disabilities.

The following comments, questions and observations have resulted fromseveral days of concentrated study of mountains of papers in an effort to determineif my goals for achieving publicly funded programs for the handicapped can berealized through this committee. Some papers were from the old Mental Retarda-tion Coordinating and Planning Committee which had its first meeting in 1064and issued its final report in 1969. Not one recommendation that I can determinehas come to pass from this Plan. The other papers I studied were those of thisDevelopmental Disabilities Sub-Committee, the replacement for the old MentalRetardation Committee.
Comments and observations ensue not only from participation in the above-mentioned committees but also from my own experiences as a cor :-.umer of services,having a 14 year old retarded son, and from my activist work with the D.C.Association for Retarded Children (formerly Help for Retarded Children) as amember of the Governmental Affairs Committee on their Board, and with Con-cerned Citizens for Exceptional Children. This work has put me in contact withhundreds of parents, rich, poor, black, white, educated and uneducated. I havealso ...let and worked with many professionals.I realize that as a consumer, I am a very important component of this Com-mittee, perhaps one of its most important components. The culmination of myexperiences to this date, lead me to say that where programs for the handicappedin this city are concerned those of real consequence and existing long before allthis federal money began floating around, are the private agencies, financed byprivate funds, often religiously bared. When the chips are down, it is these agen-cies, some subsidized also by UGF funds and tuition, who are easing the anxietiesof parents for programs. The only thing wrong with them is that if they cannotbe afforded financially, many children go without proper education and training.Even those of us who can make them available to our children, many of us atgreat sacrifices, cannot stand the strain of lifc-long tuition, medical, dental andsometimes psychiatric expenses, all of which can be extensive in some cases.Programs for the handicapped must be FREE so that EVERY child is takencare of!

We require no surveys to tell us of the needs. We already know that thousandsof chikiren and adults who are educable mentally retarded, especially those withmultiple handicaps and emotional overlays, are not receiving an education ortraining in this city. We know that epileptic children and adults are withouteducation and training programs. We know that whole areas like Southeast arewithout facilities of any kind. We know that the Mental Health Centers havefaltered in the services they were set up to deliver, certainly they do not seem tobe serving the retarded to any large extent. What are the mental health centersdoing? Could someone tell me where their funding comes from? Is it from thisAct? Is this Committee in any way connected to those centers?I highly resent that the city departments of the District of Columbia are alsothe State .Planning officials of Federal Funds. We need a planning office completelyremoved from the District Government to dispense and evaluate the use of fed-eral funds. The city government, beset with many seemingly insoluable pr oblemsof budvt, and administration, cannot deliver the goods fast enough or cheaplyenoug1.1. I suggest that we can get the most out of the money in this ACT andother federal funds, by contracting the know-how of existing private agencies.I also regret the confusion of ACTS and monies arising from the necessity ofthe Federal Government to inter% ene in the care and education of the handi-capped. This intervention is a direct result of the undeniable lack of humansensitivity to the needs of the handicapped at the local levels of our governmentsall over this land. I regret the inability of the District of Columbia, in particular,
(443)
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to best use those federal funds available to them. I understand that the District
in 1970 had 15 grants from HEW in the area of retardation involving $1,133,348.
Who got this money and how many children are getting what kindi of services?
Certainly the survey did not include this kind of information, which is necessaryto have.

It has been my proven experience that the only foree capable of getting pro-grams off of paper and out of committees is parent pressure.
I am disappointed that this committee has not yet forthrightly developed aunited plan of action that can unfold over the years, to serviceareawisethose

priority needs in priority areas. Set up any type of facilityday school, day care,emergency care unit, sheltered workshop, and see it bulge at the seams as soonas word gets around it exists. No one can deny that a center comparable to the
services being given by the Occupational Training Center or by the KennedyInstitute is needed NOW in the southeast. No one can deny that if you hadfacilities, areawise, to take all of those educable mentally retarded childrenreferred from the D.C. Recreation preschool program and from diagnostic clinics
like Howard, Gales, Georgetown, this would not constitute the filling of a tre-mendous need for those young and older children now regressing in the school
system and dropping out of the school system. With per pupil normal expenditure
from the schools, money from this ACT, plus matching money from the citygovernment or directly from Congress, we could deliver an educational and
training program for many children. We can't wait forever for the public school
system or the Department of Human Resources. Privately contracted, publiclyfunded satellites of services in every area of our city are the only way to keep
programs responsive to individual needs. Government-run programs are tooslowtoo costlytoo lateand not responsive to peonle's needs.

Finally, I urge this Committee to initiate and pursue ivIAN DATORY medical,
and other diagnostic asse4-:ments where indicated, for every child in our city, tostart at the best age decided upon by professionals in early child development.
Pursuing this further, all those children found to be handicapped, be provided aMANDATED program of education and training commensurate with their needsand beginning at a very early age, life-long in scope if need be. Without this
mandated testing, we will and can never be sure how much of our population is
in need of special services and what kinds of special services must be mandated
and budgeted for in order to serve them.

ROSALIE IADAROLA,
Member of Sub-Committee.

HELP FOR RETARDED CHILDREN, INC.,
Washington, D.C., February 16, 1971.

In reply refer to: Robert L. Bostick, 1428 Whittier St., N.W., Washington, D.C.,426, 5870.
Re Fiscal year 72 School Budget and Retarded Children.
D.C. CITY COUNCIL,
District Building,
Washington, D.C.

DEAR COUNCIL MEMBERS: Help for Retarded Children is the District Chapter
of the National Association of Retarded Children. We speak on behalf of all those
retardates in our city waiting for the help only we can give them. What really
counts for must retarded children and young adults, is a sustained school place-
ment, with teachers who care and work patiently year in and year out to train
each child's potentials to the maximum. With this kind of attention, beginningearly in life, you would be surprised how well 4 out of 5 of these children functionin our society.

In our letter and accompanying fact sheet sem, each of you earlier this week,
we detailed the needs of 467 retarded children waiting for special placement and103 children waiting for tuition. At this point may we correct the inadvertent
use of the word "disrupting" in our third paragra_ph of the fact sheet, relative to
those retarded children in regular classrooms and waiting for special placement.
What we meant to denote was that when these children are in regular classrooms,
it is frustrating to all involvedthe teacher untrained to meet their special needs,
the children capable of learning at normal rates, and the retarded who too oftenlanguish in this setting. Anyone who has had contact with these retarded children
knows they are mild-mannered, loving and trusting.
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The $1,812,000 added funds for special education in Alternative 1 do not evenallow for 1 aide to each special class, but instead provide I. aide to every 10 teach-ers. Several years ago, the Board of Education established a ratio of 8 children to1 teacher for trainable retarded classes, and the lack of funds has slowly inchedthis ratio up to 10 and 12 to 1. Have you ever pictured yourself alone in charge of12 retarded childrenall needing individual attention, all needing constant super-vision from the minute they discharge from the bus for school to the minute theyboard for home? The teacher has only one body with two hands. She eats lunchwith her children and cannot leave them even for a trip to the ladies' room. Weplead that you add an additional $1,563,000 for 252 aides for the classes set up inAlternative 1 for the retarded.
If this City and the Congress of the United States could match the Board'sdeepening awareness to the needs of the handicapped, they would fund specialeducation under Alternative 11. In contrast to the starvation rates that specialeducation has been operating at for years, the $5,611,000 increase requested mayseem like pie in the sky but it absolutely is not. This funding would allow oneteacher aide for each special classessential for successful operation. It would alsoallow au children requiring varying approaches of special education to benefitafter long neglect of their needs. It is the very least this city can do for some of itschildren who have been waiting too long for their chance at a share of the "goodlife." What words can we use to impress upon you the importance of this schoolplacement and special support to the entire lifetime of the children involved?How can we impress upon you the benefits accrued to the whole family structure,to a smoother operation of each school? How the entire city benefits? Right now wetaxpayers are paying $5,000 a year for each retarded child housed at Forest Havenin Laurel, Maryland. If these children could have had the services we are pleadingfor today, 80% of them, according to nationwide statistics, would be able tobecome taxpaying citizens. Incidentally, this $5,000 represents twice the costthat we are asking now to educate each child in the public school. What we areasking for makes good business sense.

The Mayor and the Council must make a total commitment to all the childrenin our city by searching for funds in the over-all budget that could be redirectedand utilized for them, reviewing tax possibilities, holding out and fighting for alarger revenue from Congress. Our organization will do its share to prod Congressand we urge all citizens to do the same. The future of the District lies in what wedo for our children today and if it's money we need then we must all be willing to"chip in."
We ask that the Council hold out for the $155 million dollars requested by theschool system, which is a minimum "hold the line budget." We also ask the Counciland the Mayor of this city to locate the funds for Alternative 11 of the SpecialEducation part of the 1972 school budget.
This city can afford to do no less.

ROZALIE ISADAROLA,
Co-chairman, Governmental Affairs Committee.

HELP FOR RETARDED CHILDREN, INC.,
Washington, D.C., February 8, 1971.In Reply Refer to: Robert L. Bostick, 1428 Whittier St., N.W., Washington, D.C.To Members of the Board and the Superintendent of Schools.Re Revised fiscal year 1972 Budget.

BOARD OF EDUCATION
D.C. Public Schools,
Washington, D.C.

My name is John Hazel and I represent Help for Retarded Children, thetrict Chapter of the National Association. We wish to express gratitude to theBoard and the School Administration for rectifying deficits in the 1972 budgetbrought to their attenti . by our presentation of November 23, relative to train-ing those mentally retarded children on waiting lists for special placement. Weare prepared to do battle for the retention of these funds and all budget funds forthe school system, at the Mayor's level and the Congressional level.We are pleased to note the addition of a vocational teacher and a physicaleducation teacher for Pierce School. This school was meant to be a vocationaltraining center for the trainable retarded of Junior High School level. At a recent
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meeting of the Planning and Coordinating Committee on Mental Retardation,
sponsored by the Department of Human Resources, the Department of Vocational
Rehabilitation described its services to those present. One of its functions is to
act as liaison between the public school and the community and to match, on a
one to one basis, those vocationally trained handicapped students to a specific
job and employer. The children of job _placement age at Pierce Sonool could not
benefit from this service because the Department of Vocational Rehabilitation
can only negotiate, by law, with those facilities engaged in vocational training of
the handicapped. Alth.ough Pierce school has been functioning for over two years,
it cannot yet meet this requirement. We urge the Board to insist upon a positive
course of vocational instruction at Pierce that will end in a cooperative working
arrangement with the Department of Vocational Rehabilitation.

We return, as we have for the past five years, to a most pressing matter which
is not addressed to in this budget, nor has this matter been addressed to in any
budget since 1967that is the urgent need for special classes for those : .;able
mentally retarded children not making it in the mainstream and needing more
than what is offered in classes for the trainable retardaL We are aware that due
to an absence of these classes, educable mentally retarded children are being
referred by Pupil Personnel Services to trainable classes and this is just as unde-
sirable as what was happening in the basic track. Help for Retarlded Children
holds the Division of Instructional Services and its arm, the Department of Pupil
Personnel Services, responsible for the composition of all special classes. Help for
Retarded Children, holds the Board of Education and the School Administration
responsible for the fate of those educable mentally retarded children misplaced in
our school system. We urge you to end five years of indecision and experimentation
with these children's lives by setting up the smaller classes necessary for a devel-
opmental curriculum, combined with vocational training leading to job placement
through the cooperation of the Department of Vocational Rehabilitation.

Much direction could be given towards the solution of this pressing problem
and other special education needs, if the E ,ard and the School Administration
would act to use the 1970 funds appropriated for an Assistant Superintendent
of Special Education. We have waited long enough to see this position filled and
ask your assurance that it will be filled with all possible haste.

We are encouraged that the Board and the School Administration are growing
in their awareness of the fact that educating the handicapped student can only
add to the strength of the entire school system. We are hoping that awareness
leads to the continuation of concrete action.

ROSALIE IADAROLA,
Governmental Affairs Committee.

December I, .1971.

STATEMENT BY D.C. ASSOC. FOR RETARDED CHILDREN, INC. (FORMERLY KNOA N
AS HELP FOR RETARDED CHILDIMN, INC.)

To D.C. Board of Education on the "Needs of Exceptional Children in the District
of Columbia."

DEAR MEMBERS OF THE BOARD:
My name is Rosalie Iadarola and I am co-chairman of the Governmental Affairs

Committee of the District of Columbia Association for Retarded Children, Inc.,
formerly known as Help for Retarded Children.

We are prefacing our main remarks with the hope that the contents of this
evening's meeting and its important consequences on the lives of children will
somehow be brought. to the attention of the newly elected board membersall of
whom we hope are in the audience tonight. We ask that. the chairman of the special
education committee, Mrs. Alexander, be kind enough to take on this responsi-
bility.

The facts presented to you in the Superintendent's report of October 19, 1971,
titled "Needs of E:motional Children in the District of Columbia", should be
nothing new to the Board. These facts have been presented to you, to the City
Council, to the Congress and to other city and federal agencies time and again by
various parents and organizations working for the needs of the exceptional child
and with ever increasing fervor and pressure during the past four years. The
important difference this time is that acknowledgement of the full-blown facts
comes from the level of our Superintendent of Schools.

1:
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Implementation of the report can only be attained through your total conimit-nwnt to ACT upon its recommendations NOW.
Despite the reported proposed cuts in the FY 72 budget, one of which was special

education, we urge the Board and the Administration to aggressively seek not
only restoration of the possible cut but to seek, undeterred, the supplemental andfuture funds require to proceed with the recommendations of this report. Past and
present connnunity urgings, both lay and professional, have culminated in this
report and in this meeting. If the Board is not finally filled with the conviction that
positive, united, forceful steps are necessary for its implementation, then the needs
of thousands of children and the work of hundreds of people will have been frus-trated for years to come. Your action, based on total conviction of the docu-
mented needs, can be a powerful and contagious mover of men. Our organization
has already sent telegrams to both the House and Senate chairmen of the D.C.
Appropriation Subcommittees, protesting strongly the proposed cut in FY 72special education funds. We urge every one here tonight to do the same thing
immediately so that protests will get to the Chairmen prior to joint conference onthe budget.

We must mention here than in looking over the preliminary 1973 budget for
special education, we cannot understand why Alternative I does not start where
Alternative II begins. It is incomprehensible that Alternative I does not even
ask for funds to wipe out the present waiting list, which can only increase by 1973
unless the Board is so certain it will get the $4,199,000 in its supplemental request.It should also be noted that this budget appears to show the Mamie D. Lee School
running at full capacity of 200 children when in fact only 84 pupils are attending
school at last check. While on the subject of the Mamie D. Lee school, we must
insist on the hiring of the most forward-looking, innovative and creative adminis-
trator in the field of special edueation for a principal. This school was built as amodel for the nation and it must have the leadership that will make it the focal
point for changing patterns in the education of the retarded in the District ofColumbia and nationwide.

Since details on every facet of this report have been presented to you for many
years, we have chosen a few highlights to comment on:
a) It's a good reporttruthful and thoughtfully comprehensive in its scope.b) Regarding early childhood intervention programs, the public school must be
the initiator and coordinator of early education in this city and although the
budget cannot absolve a present waiting list for school-age children, nevertheless,
the Board and the Administration must reflect its acceptance of their role through
its budget requests. c) As the District Chapter of the National Association forRetarded Children, Long demanding proper education and vocational training
of the educable mentally retarded child; questioning the efficacy of the MIND
program in relation to this child; we are more than just interested in the changesplanned for the MIND program as mentioned in the report. We would like to
hear directly from the Associate Superintendent of Special Education, whatthese changes would be. d) We have often wondered how thorough and exhaustive
a job of recruitment the Department of Personnel does in view of a scarcity oftrained personnel in the field of special education. The Board must insist on an
intensive, intelligent, nation-wide approach to recruitment in order to meet theobjectives of this report.

In conclusion we say to the Board: It is time to order your own budget depart-
ment to give special education its long-awaited place in the budget and that atotal fight be waged by the Board and the Administration for funds to do .aprofessional job. Let this be the last report on special educationlet it be the
report to end ignorance and apathy. It is time for ACTION. The Board has amandate to pursue those funds that may have been cut in the F Y 72 budget,
plus any supplemental and future funds. The Board has a mandate not to accept
defeat regardless of its source. Parents and the organized citizenry will be happyto support your moves and help with the removal of any obstacles. Keep us
intelligently informed and we can be most effectivewe are the best allies you
have because most of 1.18 are motivated by the needs of our children. The citizenry
has more than proven its concern for exceptional children in this citythe next
move is yours.

ROSALIE IADAROLA,
Co-Chairman, Governmental Affairs Committee.

75-590--72--30
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Meeting of May 20, 1970.
To The Mayor's Committee on Mental Retardation Planning.
From Member of Committee, Rosalie Iadarola, Parent and Bd. Member of Help

for Retarded Children, Inc.
Re Priority statements from committee members.

If 3% of the total population is retarded, according to the National Association
for Retarded Children and the President's Committee on Mental Retardation,
and the largest percentage comprises educable retardates, then out of an enrolled
population of 150,000 children (expected to rise to 152 or 153 thousand next
school year), we can expect to find 5,000 retarded children in the District schools.
If the incidence of retardation in inner cities begins at 7 % then this figure becomes
10,500 children. Mind you, we are talking about CHILDREN not figures.

Pursuing this furtherif approximately 1 % constitutes trainable children,
taking the conservative figure of 5,000, then these children number around 1)00.
They are now being taken care of in Severely Mentally Retarded classes and some
are in private schools. This title of Severely Mentally Retarded must not be the
name used for this programthese children are trainable. This rnguest is a priority!

Where are the other 4,500 children who constitute the Educable retardate in
the main?

They are in regular classrooms and about 200 of them are in area private
schools and despite the claim by the Public School system that there are no
mentally retarded children in the MIND (Meeting individual Needs Daily)
program, some of them are in the MIND program. Let the public school's depart-
ment of pupil personnel services prove they are not.

Taking this 5,000 figure from the larger percentage figure of 10,500, you have
a remainder of 5,:)r: and we 'shall assume these constitute mainly the functionally
retarded child. Api. imately 2,400 of these children are in the MIND program,
leaving approximatv: .3,000 in regular classrooms or out on the street, or at
home, waiting for MIN I) placement.

These children are the cause of despair, frustration, consternation, deep com-
passion and concern of parents, people at Child Development centers and testing
clinics like Howard University, Gales Clinic, Area C, B mental health centers,
D.C. Children's, Help for Retarded Children; of teachers, counselors, principals,
and psychologists. The private schools in the area get calls constantly from these
people for placement and THERE IS NO ROOM. If they can be squeezed in,
then the tortures of red tape begin for getting a tuition grant.

The greatest priorities existing in the District of Columbia in relation to the
needs of the Retarded children within its borders are:

1. Immediate, expert diagnostic prescriptive identification of the entire school
population and District population, to be done by an agency or facility outside the
public school. This process should continue for the school-life of the individual.

2. Translation of this, up until now, elusive, garbled, inexpertly determined
information into proper programs and facilitiesmainly public school.

P.S. The public school must stop denying the existence and the needs of the
educable mentally retarded child in the District of Columbia. Pressure has forced
them to set up a nebulous program called Transitional Classesall of four of
themservicing at the most, 60 children. This program is for that child doing
better than expected in the SMR group and that child not progressing in the
MIND program. It. is under the supervision of the SMR program.

WHO ARE THESE CHILDREN? WHAT ARE THEIR NEEDS? Are they
retarded? Are they neurologically impaired? hearing imparied? visually impaired?
emotionally disturbed? disadvantaged? one or all? Do they constitute the balance
of the 3% or 7% figure?

No one in an official capacity in the Public School system has had the courage
to admit the gravity of the need and there are many reasons for this, reasons we
can go into if you wish to.

STATEMENT BY HELP FOR RETARDED CHILDREN, INC. BEFORE THE D.C. BOARD
OF EDUCATIONFIscAL 1972 DISTRICT SCHOOL BUDGET: NOVEMBER 16, 1970

Quote: From page 17H-23, District of Columbia Public School Budget (fisca
year 1972):

"Special Education.The budget plan for FY 1972, except for mandatory
costs, requires no increases. The current level of funding is deemed adequate. An
effort is contemplated to provide within the system, those services now being
provided in out of town facilities through the tuition grant program."
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In view of the indisputable facts that: (1) there are now some 340 trainable
mentally retarded children and nearly 200 children with learning disabilities
tested and identified by your own Pupil Personnel Department as needing class-
room space and special teachers nowand God knows how many emotionally
disturbed youngsters with the same needs; (2) this Board is in violation of its own
standards of pupil teacher ratio of 8 to 1 by permitting existing classes to exceed
this ratio by upwards of 15%; (3) inadequate speech and hearing services exist;
(4) there are no facilities for the educable mentally retarded child and we could
go on and on and onHelp for Retarded Children would like to know, in the name
of common sense, who is responsible for making this ridiculous statement!

This Board and this administration can rest assured that the Congress of the
United States will be apprised of this erroneous statement.

It is an affront to those of us who have put in thousands of volunteer manhours
to obtain services and facilities for these oft forgotten children who are entitled
to equal educational opportunities and it is a crime to those youngsters who are
being neglected.

This 1972 budgct like the 1971 budget, offer not a single additional teacher
or classroom for special education. How then do you square this fact with your
statement on page 17-H-4 under (quote) "Instructional Goals#3; To provide
children the opportunity for meaningful participation in public education regard-
less of their handicaps; physical, mental or emotional." (end of quote)

We have nothing further to say.
ROBERT L. BOSTICK,
ROSALIE IADAROLA,

Cochairmen, Governmental Affairs Committee.

STATEMENT OF HELP FOR RETARDED CHILDREN, INC. BEFORE THE D.C. SUB
COMMITTEE OF THE SENATE APPROPRIATIONS COMMITTEE ON THE FISCAL YEAR
1970 BUDGET, JULY 16, 1969

Mr. Chairman and members of the committee, I am Robert L. Bostick and I
represent Help for Retarded Children, Inc., the District of Columbia Chapter of
the National Association for Retarded Children.

For the first time in years, the handicapped childen in the D.C. public schools
are receiving a substantial measure of attention in the D.C. school budget. The
requested budget increase for special education now before you includes funds for
launching the first full-fledged department of special education in the history of
the D.C. public schoolsa long-overdue organizational step taken by the school
board last year in response to community demand and in implementation of a
major recommendation by the Passow Report.

The requested increase herein also provides a long-needed staff increase (includ-
ing 92 teachers, 70 teacher's aides, and 21 additional bus personnel) for the pro-
grams serving handicapped children. This will help cope with a large backlog of
unmet needs and with the increased enrollment expected from children hurt by
the rubella epidemic of the early 1960s, who are now reaching school age.

However, this requested budget increase of $1,885,737 does not meet the full
need, and indeed has been slashed by about. 40 percent from the original increase
iequest of $3,147,896 presented by the D.C. School Board. These cuts severely
crippled the expansion of the special education program which has been so direly
needed for so many years.

We particularly urge that the $100,000 increase BOW recommended for tuition
grants be raised to the $600,000 inclease originally requested by the D.C. Board
of Education. The tuition grant piogram provides tuition payment:4 for private
schmling of mentally retarded and other handicapped children who cannot be
adequately served by the D.C. public school program. The grants are made in
recognition of the obligation of the community to help provide for the education
of every child, including those from families who pay taxes but cannot benefit
from the public schools because the schools cannot educate their children. Through
iinprovement and expansion of their own programs and facilities, the public :=chools
can eventually serve the vast majority of these children.

We also urge this committee to restore the requested funds of $96,737 for the
Developmental Center for Special Education in the D.C. schools. This Center
enables the school system to study new developments in education of handicapped
children, foster iesearch, and provide teache, training. The DiItriet funds would
provide a companion contribution to Federal funds now available for the Center.

Summing up then, we strongly urge you to authorize the full increase of
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$3,147,896 requested by the school board for the special education pi ogram in
Fiscal 1970thus placing the total budget at $6.3 million, compared with $3.2
minim, in Fiscal 1969.

We also add our voice to those of all others interested in public school education
in the demand that your full support be given the space expansion program of the
D.C. public school system. The outrageous shortage of classrooms bears especially
heavily on handicapped children. In space-short Southeast Washington, for
example, there are no public school classes for severely mentally retarded children,
and in other parts of the city, these classes are sei iously overcrowded.

Finally, we request your - -port for an increase of $94,000 for the mental
health and mental retardation rogram at the new Area C Community Mental
Health Center to be establishec. in Southeast Washington by the D.C. Public
Health Department; plus the full request for additional staff and funds to serve
the rising number of severely handicapped retardates at the District Training
School operated by the D.C. Welfare Department at Laurel, Maryland.

Mention of Laurel brings us to this parting observation. Many of the retardates
now institutionalized at Laurel at major public expense could be leading produc-
tive lives today if they had received proper attention in their early years from
this community, its leaders, and the Congress. We ask you to support these
programs for training the handicapped child today in order to avoid his becoming
a public charge tomorrow.

AUGUST 21, 1968.
To Dr. Benjamin Alexander, Member of Bd. of Education, 2522 S. Dakota Ave.,

N.E., Washington, D.C.
From Help for Retarded Children and Concerned Citizens for Exceptional

Children.
Our organizations and the children they represent, want to thank you for the

particular role you played in taking the decisive first, necessary step towards the
attainment of proper and comprehensive education for all handicapped children;
mentally, emotionally, and physically. That first step was the formation of a
separate department of Special Education, taken by the Board on August 15,
1968.

We are under no delusion that this can be accomplished overnight, but special
education, in its totality, had to have a beginning in the District. It will now
be possible for the whole area ofwhat is special education?to be met head on
and for the administration to address itself specifically to that question and bring
some of the answers to it.

An Assistant Superintendent of sufficient courage, know-how, foresight, and
the toughness required to persevere in the attainment of his goals for special
education must be found. This job, allotted for in the 1970 budget proposal must
be retained in that budget. Applications for the job should be thrown open
nationwide, besides citywide, as recommended by the Executive Study Group
and many other people interested and eager to see an all vital job accomplished
well over the years.

Once again we thank you for your concrete concern. Please be assured that we
do not intend to falter in our pursuit of attaining the best possible education for
these children and we stand behind you in your endeavors as well.

Sincerely yours,
ROSALIE TADAROLA,

Chairman, Education Subcommittee of HRC.
ROSE PAPER,

Chairman, Concerned Citizens for Exceptional Children.

STATEMENT OF HELP FOR RETARDED CHILDREN, tb1C. BEFORE nu: D.C. BOARD
OF EDUCATION HEARINGS ON THE FISCAL YEAR 1970 BUDOET---AUGUST 12,
1968

I am Robert L. Bostick, Co-Chairman of the Government Affairs Committee
of Help for Retarded Children, Inc.

This statement relates primarily to the Special Education Activity of the 1970
Public School Budget, with particular emphasis on programs for the mentally
retarded.

On the whole, this appears to be a good budget. It contains several items which
HRC has recommended. However, we must confess at the outset our utter
confusion over the method used by the School's budget staff to project pupil
enrollment. For example, this budget projects an enrollment of 438 severely
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mentally retarded children for fiscal 1970, which are 18 pupils less than the actual
March 1968 enrollment of 456 pupils. Even a modest increase based on identifica-
tion of an average of 3 SMR, children per month, yields an estimated 513 pupils for
the beginniag of the 1970 school year. 'We ask the Board to take a new look at the
total pupil enrollment figures included in this budget.

In order to provide continuous educational services and programs essential tothe full intellectual and social development of children whose needs are sueli as torequire resources and assistance beyond that normally available within regularclasses, we believe the following steps must be taken immediately:
1. The institution of crisis teaching and diagnostic ttaching programs asoutlined in the report of the Working Party on Special Education and recom-mended by this Board's Executive Study Group and the Community Council.

The crisis teaching program would provide services for children who, because ofbehavior problems, need attention periodically during the school day but notconstantly. The diagnostic teacher would observe and work with children withproblems in order to provide an individual educational prescription most beneficial
to each child. To quote from the Working Party's report: ". . . The emphasis inthis program would be on diagnosing and treating educational problems rather
than diagnosing medical or psychological problems, which are often not trans-latable in terms of educational needs."

2. A Department of Special Education, divorced from Pupil Personnel Services,should be created to establish, coordinate, develop, supervise, and maintain those
various necessary special classes and programs required as reflected by the
diagnostic teaching activities. This department should be established as an active,
research, innovative program, integrated with all other aspects of the School
System and Community, and not just a receiving station for consultation and
referral of special problems. It should exist co-equally with city-wide elementary
and secondary programs and should be headed by an administrator of equal rank.
Help for Retarded Children, Inc. has petitioned this Board to create a separateDepartment of Special Education many times during the past few years. ThePassow Report, the Executive Study Group and the Community Council also
recommend this action.

IIRC urges the Board to accept the recommendation of the Executive Study
Group to provide special education programs for children from age 3 through 21.We also ask that these programs include meaningful sheltered workshop and/or
work study experiences for the older youth.

We particularly endorse the following items in the 1970 Budget:
1. The increased number of busses, drivers and attendants for handicapped children.
2. The pre-school program for handicapped children, including the mentallyretarded.We agree that if a handicapped child can be detected at an earlyage and properly treated at that point, his chances of educational success aregreatly enhanced and the necessity for expensive remedial work by the schoolsat a later date is minimized.
3. Vocational training for the educable mentally retarded.This is a new program

and the merits of such training have been amply demonstrated in communitiesthroughout the Nation.
4. Pilot program of education for mentally retarded children, with I .Q' s of 30 and

below.Also a new program. We believe that these children deserve their share
of the public school dollar, and that such training now will significantly increase
their ability to lead productive lives.

5. Summer enrichment program for severely mentally retarded.In our opinion,the pilot program conducted two years ago at the Richardson School proved
the merits of this type of activity and we strongly urge that this item be enlarged
to include all SMR children.

6. Tuition grants for children whose needs are not now being met in the public
schools.We urge the Board of Education to unequivocally declare that such
grants will be made to all children needing them, regardless of type of handicap,
until such time as the public schools provide programs and services for them.

7. Teacher aides.We support the principle of one teacher aide for each SMR
classroon, as reflected in this budget. We ask the Board to take advantage of newauthority granted by the Teachers' Salary Act Amendments of 1968 to prescriberealistic qualifications for teacher aides, so that those persons who are otherwise
qualified but may lack 2 years of college credits will not be automatically
excluded.

We view with concern the omission from this budget of funds for operation of
sheltered workshop classes for the trainable mentally retarded adolescents.
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The rationale for this program is no less important than that for the vocational
training of the educable mentally retarded, that is, to provide these 'youths
with the necessary vocational instruction and training to allow them to become
productive, tax-paying members of the community. We ask that these workshop

classes be established in secondary school buildings so that the students can
associate with youths closer to their own age levels and may have access to home

economics classrooms, office training, and shoo teachers and equipment.
We heartily endorse the early morning physical fitness program, but urge that it

be administered by another department of the school system, and that funds pro-
posed for this program in the Special Education Department be used instead for

the sheltered workshop program. This is not to be confused with a regular physical
education program for the mentally retarded, which we think should be strength-

ened.
We wish to emphasize again the need for a thoroughly sequential speech and

hearing therapy program which is so vital to the successful development of our
children. Many retarded youngsters receive only a limited amount of these serv-
icessome none at all. We urge that a sufficient number of speech and hearing
specialists be assigned to this program on a permanent basis.

Again we voice our deep concern over the impasse which continues over acqui-

sition of site for the construction of the model school for severely mentally retarded
children. Funds for this school were appropriated by Congress a few years ago and
construction was slated to begin almost a year ago. We urge the Board to give
immediate attention to this vital project. It is interesting to note that Recommen-
dation V of the Executive Study Group's report on School Finance and the Budget

Process, if successfully implemented, would eliminate this kind of problem.
Finally, we urge the Board of Education to adopt and order the implementation

of all the recommendations of the Executive Study Group, which were based on
the various working party reports and approved by the Community Council.

ROBERT L. BOSTICK,
Government Affairs Committee.

41101111111

STATEMENT BY HELP FOR RETARDED CHILDREN, INC...2 BEFORE THE SENATE

SUBCOMMITTEE ON D.C. APPROPRIATIONS MAY 3, 1968

I am Robert L. Bostick, Co-Chairman of the Government, Affairs Committee
of Help For Retarded Children, Inc. This organization of parents and friends of
the mentally retarded, commonly called HRC, is the District of Columbia Chapter
of the National Association for Retarded Children.

Once again I wish to express our deep appreciation for the splendid leadership

provided by this Congressional Committee during the past few years in pro-
viding funds for vitally needed services and programs for the District's mentally
retarded children. This is especially true in the area of public school facilities.
However, these needs, as do those of all children, continue to grow and we must
be prepared to meet them. Studies show that four out of five mental retardates
can become useful, taxpaying citizens who hold jobs and contribute to the posi-
tive growth of the community, provided they receive the proper education and

training.
Therefore, we strongly urge the support of this Committee for the following

items in the City's Fiscal 1969 Budget:
In the area of Education, we ask restoration of the $2,909,000 item for a pre-

kindergarten pi ogram to give a head start in education to children aged three
and four (a program which should include the mentally retarded)approval of
the item of $273,600 for a new program to educate some 300 children with per-
ceptual handicaps that impeded their learningapproval of the item of $143,900
for improving bus services for handicapped children who must stay away from
school entirely whenever bus or driver is unavailable, as they too often are.

We support, as a needed addition to the Budget, the establishment of 25
additional classes to handle the rising influx of trainable mentally retarded
children into the school system, plus a teacher's aide for each class, and enough

speech therapists and physical education teachers to effectively service the needs
of these children on a continuous basis.

Until the public schools can meet the educational needs of all types of retarded
children, we ask that the present system of tuition grants for handicapped children,

now available to the blind, deaf and emotionally disturbed, be extended to include

individual mentally retarded children and children with special learning disabili-

ties. Estimated cost: $125,000.
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We would like to register our deep concern over the impasse which has de-
veloped regarding acquisition of part of the property which was to be used to
construct the Mamie D. Lee School for trainable mentally retarded youngsters.
After years of effort on the part of our organization and other interested citizens,
Congress has appropriated all the funds requested for plans and specifications,
site, and construction of this school. However, though construetion was slated
to begin several months ago, not a spade of earth has been turned. It is hoped
that this matter can be swiftly resolved.

In the area of Recreation, we requested your support for the pre-school and day
camp programs ($71,500), as well as for the proposed recreation center for the
mentally retarded to replace the existing inadequate Lincoln-Van Ness Center,
at a cost of $400,000.

Hea/th.According to the Mayor's own Budget Report., "Current health serv-
ices for the District's mentally retarded are inadequate, and many cases non-
existent." Therefore, we ask your approval of funds of $74,900 for the proposed
mental retardation program in Area B, and also the $6,080,000 requested for
construction of the new Northwest Community Health Center, at Georgia Ave.
and W Street, N.W. which will include facilities for the retarded.

In the area of Welfare, your support is strongly urged for the Budget items
totaling $114,100 for the improvement of staff, services, and facilities at the Dis-
trict Training School for retardates, and for the Budget request of $2,632,000 for
construction of two additional buildings to house residents there.

According to U.S. Government estimates, eight per cent of the school popula-
tion in a city the size of Washington can be expected to be mentally retarded. fn
Washington, this would amount +n some 12,000 youngsters, of all races, creeds,
and colors, the largest educational ue.nority in the student body.

We do not ask for special privileges for this 12,000. We simply request that
they be given the same type of consideration for their educational needs that is
given the normal and the gifted children.

Every American child deserves as his right an educational program that develops
his potential to its fullest extent.

Funds to support major improvements in the D.C. schools can be secured. It
is your job to authorize the funds for these improvements.

The children are waiting. They look to you for action nowwhile they are at
the peak of their learning capacities, while they are still children.

STATEMENT TO THE DISTRICT CITY COUNCIL ON THE 1970 BUDGET BY HELP FOR
RETARDED CHILDREN ASSOCIATION

OCTOBER 2, 1968.
Help for Retarded Children, although primarily represents the needs of the

retarded child in the District of Columbia, is concerned with the total educational
problems of the city. This is partially true because weaving in and out of classes
from the elementary to high school level, are children whose educational needs
have never been attended to in a systematic, knowledgably planned approach.
Many of these children are educably retarded and need special educational
considerations and supportive services. Those children who are trainably retarded
have for the past several years been accommodated in special classes.

In 1959, the educably retarded child had special classes which were ordered to
become part of the basic track by Dr. Hansen. We have not been able to determine
how many children came out of these original educable retarded classes and went
into the basic track, nor what educational approach had been taken for their
progress. In September 1967, the basic track was abandoned and these children,
this past school year have been placed in regular classrooms to sink or swim.

On March 14, 1968, a pilot program called MIND (Meeting Individual Needs
Daily) was instituted in a few schools from elementary to high school level. This
program was aimed at keeping the children with special needs in regular classrooms
but giving them, for reading and arithmetic, a special teacher in a temporary
physical environment. For all other subjects they went back to their regular class-
rooms, once again to either sink or swim. Some are benefiting from this arrange-
ment, some are behaviour problems, some just sit and dream and get prmnoted.
It all depends on one's definition of retardation and special learning disabilities
and on the skills of the tea thers involved. So we are not far removed from the prob-
lems t.hat were evident in some basic track classes.

The key, in our opinion, to unlocking the door to the education of all children
with special learning needs is professional, competent and thorough diagnosis and
best of all started as early as possible. The District of Columbia must nmke a
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-concerted effort to provide this particular kind of service NOW to our school

children at all levels.
Therefore, we place this diagnostic service highest on our list of priorities fcr

funding throughout the involved agencies.
We ask the Council to be aware of the need for funds in the following areas

also:
1. Staff development of teachers, principals, administrators in the education of

the needs of tbe retarded child.
2. In-training courses for teachers now in the system and eager to work in this

area of education.
3. All the school buildings we need in order to reduce the pupil teacher ratio

all over the District, making it possible to implement the art of teaching.

4. Tuition grant funds until the programs now on paper and in process of imple-

mentation get a chance to make some impact.

5. Preschool education.
6. Maintaining and expanding the present cla.sses for the trainable retarded,

always keeping the pupil teacher ratio 8 to 1 as prescribed by the Boardof Educa-

tion.
7. Maintaining and expanding vocational classes for the trainable and educably

retarded child on the secondary level.
8. Adequate transportation facilities for the trainable and those educably

retarded not capable of self transportation.
9. Teacher aides.
10. Supportive services, such as health and welfare, recreation.

11. Fu.filling the needs at Children's Center, in Laurel, Md.

12. Pilot Programs for innovative approaches to educating the very low IQ

child to self help.
We parents of the retarded have a dreamthat some day in the District of

Columbia, the retarded cf. Id and all handicapped children will no longer be lost

in the educational and political maelstrom existing in our school system and city.

That learning needs will be pinpointed and the children will be placed in educa-

tional settings that will develop them to their greatest potentialsstarting at the

age of 3 and going on up to the age when they can be gainfully employed in pri-

vate and public agencies or in those cases where this is not possible, in sheltered

workshops. Perhaps the public schools shorld not be asked to do the entire job
but does any one have any oti er suggestions?

We parents and friends of the retarded want the public schools and supportive

agencies in Washington to be given the human and physical tools with which to

do the job right. We are not specialists but we know that our children need some-

thing much more than what they have been getting. We are keeping a close

watch over the plans the public school has for our children.

We, in the District, are fighting and struggling for things that many people in

the rest of our country take for granted. At this time we ask the Council of this

city, our city, not to be responsible for any cuts in this budget and in fact to examine

closely those cuts already made. Special Education suffers a greater proportional

cut (20% roughly) than the total school budget (roughly 18%). We make this

request so that all of the children in the District will have a greater opportunity

to move in the right direction, educationally. We know you want this too..
(Mrs.) ROSALIE TADAROLA,

Governmeid Affairs Committee.
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FAMILY AND CHILD SERVICES OF WASHINGTON, D.C.,
Washington, D.C., March 9, 1972.

Hon. JOHN L. MCMILLAN,
C'hairman, House District Committee, U.S. Capitol, Washington, D.C.

DEAR MR. MCMILLAN: Family and Child Services offers among its programs
foster family care for emotionally disturbed children. It is therefore sensitive
to their needs and well aware that effective service to the emotionally disturbed
requires a variety of services ranging from those which are preventive in nature
to aftercare for those who have received intensive therapy in any setting.

The weakest link in this chain in Washington is the lack of public residential
treatment for emotionally disturbed children. For children over the age of ten,
group residential treatment is completely lacking.

This agency's Family and Children's Service Committee is aware of the pro-
posal advanced by the D.C. Mental Health Association for the establishment
of four small residential treatment centers for emotionally disturbed children,
one in each Health Area, and heartily endorses the plan.

Very truly yours,
JOHN G. THEBAN,

Executive Director.

COVINGTON & BURLING,
Washington, D.C., March 22, 1972.

Re Proposal by District of Columbia Mental Health AssociationResidential
Centers for Emotionally Disturbed Children.

Hon. JOHN L. MCMILLAN,
Chairman, District of Columbia Committee,
Houee of Representatives, Rayburn Office Building,
Washziegton, D.C.

DEAR CONGRESSMAN MCMILLAN: As a member of the Board of Directors of the
Episcopal Center for Children here in Washington, I am writing in support of the
statement presented by the District of Columbia Mental Health Association
before the District of Columbia Committee on March 14, 1972.

Since 1959, the Episcopal Center for Children has operated a non-sectarian
residential facility for 25 emotionally disturbed children, primarily from the
Washington metropolitan area. An additional 35 children are enrolled in the
Center's day program. The experience of the Center has been that treatment of
emotionally disturbed children is less expensive and more productive if they are
enrolled at an early age. It is highly encouraging that most of the children who
have been treated at the Center are now in high school, college, in military service,
or in good jobs. Of course, the Center has limited financial resources and hence is
able to accept but a small number of the children in the Washington area whose
emotional problems require specialized professional care.

Attached is a short Iwchure describing a child who might benefit from such
residential treatment. Also attached is a copy of a recent speech by Mrs. Elsa
Miller, Director of the Center, describing in more detail a portion of the Center's
program.

When ligislation is introduced, representatives of the Center would appreciate
the opportunity to submit a written statement and perhaps appear before the
Committee to express the Center's views on such legislation.

I understand that the record of the Hearing last week has been kept open to
permit supplemental comments on the proposals. It is respectfully requested
that this letter and the attachments be made a part of that record.

Sincerely yours,
PETER B. ARCHIE.

Attachments:

,411.1/111.
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THE DISADVANTAGED CHILD

The material presented at this time reflects the expeAence of five years of work
with young schoolchildren who stiffer from the triple handicap of economic
deprivation, cultural disadvantage, and emotional disturbance. These children
present a very severe problem in the classroom, and potentially in society as a
whole. In many urban centers with large populations of disadvantaged families,
the problem is indeed a serious one. It was the magnitude of the problem, and
possible the challenge it presented, that led to establishing a unique day school
and activity setting in connection with a private residential treatment facility,
The Episcopal Center for Children, in Washington, D.C. This was accomplished
with the help of funds from Title I of the Elementary and Secondary Education
Act, granted through the District of Columbia Board of Education, and has been
carried out with the cooperation of the school system. All teachers in this "Special
Project" have been teachers from the District of Columbia public school system
and the entire plan could aptly be called an adventure in cooperation between a
private social agency and a large public school system.

Though this project wits originally set up as a demonstration and research center,
it is by now functioning as an on-going service, still in cooperation with the public
schools. This presentation deals primarily with the program itself and not with the
research elements. The focus is the relationship between the child's handicaps and
his school performance, and what can be done about it. Roughly, the content
divides itself into several parts: (1) who are the children, and what are the prob-
lems?; (2) staffing; (3) classroom structure; (4) teaching program; (5) activities
outside of the classroom, (6) special activities, and (7) work with the parents.

THE CHILDREN

At the beginning of the program the children selected ranged from a little under
six to about eight and a half years. During the last two years, as older children
have been phased out, only younger children have been accepted, with the current
admission age between four and a half and seven. Boys only are involved in the
project, and children who are demonstrably mentally retarded are excluded. The
Intelligence range has been from 68 to 102 on the Stanford-Binet at the time of
admission. Thirty-five children are in this day program at any given time.

The children have all been referred from schools in the poverty areas of Wash-
ington, and are severely deprived. They were considered by their principals.
teachers and counselors to be their most disturbed children, and their most difficult
to handle or maintain in any kind of classroom. Since we are dealing with schools
in areas heavily populated by Negro families, only Negro children have been
referred to us. All come from similar environments and economic backgrounds,
and about two-thirds of all the children have come from homes without fathers.

The problems presented by the children, as reported by the school, are numerous
and severe. The larger number are disruptive, destructive, angry children with
little or no self control. However, there have been quite a number of problems,
and the following comments from school reports are representative, with many
children having a long list of symptoms.

"Disobedient, responds to no discipline, stubborn, profane, refuses to do
any school work, violent anger, destructive."

"Truant and accomplished liar: explosive."
"Difficulty adjusting in a group; unhappy, depressed, confused, with-

drawn."
" Mruptive in class; screams loudly and often; very un:ooperative, fighter,

explosive, a bully.'
"Frightened; bizarre behavior and unrelated, confused remarks; frequently

not aware of others or what iA going on around him. Lives in dream world at
times. Thinking disorganized. No relationships with people."

"Anxious, distractible, hyperactive, very short attention span. Lives in
imaginery world; does not learn."

"Chronically tense; overly sensitive; cries easily; jittery; nervous: too
anxious to do school work."

These are examples of presenting symptoms to give an idea of the range. Nlany
addiional symptoms have, of course, been found, including fears and phobias,
soiling and wetting, stealing and lying, and feeling.: of rej2ction and depression.
They have come to us with a great deal of defiance of authority, hostility toward
school, and teachers as well as toward the rest of the world, and with such an
overwhelming lack of self-contidence--often hidden behind an air of bravado
they have felt utterly defeated in all of their relationships. They all have had in
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common, very poor school achievement, with three-quarten; of them having made
no academic progress whatsoever, and in the case of the youngest ones, no sem-
blance of readiness for school. The remaining one-quarter have made only very
slight progress. All have stood out as being different from the other children in the
class, though almost all in the class have come from similar backgrounds and have
suffered similar deprivations, both economically and culturally.

STAFFING

With this diversity of problemseducational, social and behavioralit is
apparent that a large staff, representing several disciplines, is necessary. There
are four full time clasnoom teachers, and part-time music and art teachers;
two and 4 psychiatric social workers; one clinical psychologist, one consulting
psychiatrist, who also sees the children diagnostically; five counst4ors (their
duties will be clarified later) and the necessary secretarial, domestic, maintenance,
and bus driving staff. Neurological and pediatric consultations are available as
needed with routine health examinations and innoculations provided through
the public school health services. The supervisory and administrative staff of
the residential treatment center at first functioned in these capacities for the
day program, and still do in part, but by this time some supervisory staff has
been developed within the day program itself. The director of the Episcopal
Center serves as director of the entire program, both residential and day.

PROGRAM STRUCTURE

The children are picked up by bus at their homes. Breakfast, to eat or not as
they choose, is available to all children when they arrive. We do not ask children
if they have had breakfast, and most of the children are ready to eat. After
breakfast, and a check by the nurse, half go to their classrooms, and the other
half to various activities. After an hour, the groups change places. Those who
were with a counselor go to their classrooms, and vice-versa. After a noon dinner
they all have a play period, after which the morning procedure is repeated. The
children leave at 3 o'clock, after having a snack of fruit juice and cookies. The
above is a capsule description of the basic "bare bones" structure of a school day.

From our experience with disturbed, non-achieving children, we knew that they
would need to be worked with in small groups for relatively short periods and in
diversified activities. We also knew that these disadvantaged children in particular
had a great deal to learn outside the classroom. We therefore, started out with a
system whereby the children would be in the classroom half the time if they
could tolerate this and with young men counselors or in other planned activities
the other half.

With four full time teachers and thirty-five children each teacher is assigtwd
eight or nine children, but has at the most four or five in her group at any inie
time. Sometimes she may be down to two children. The :iystern is flexible; there
are times when children can't be in the classroom at all, and others when they
can't tolerate the entire period and have to be removed by a counselor. No mat t er
how effective a grouping seems to be, it must incorporate flexibility to remain
effective, since the children do not all change at the same rate or in the same
direction, and individual needs very from day to day, particularly when a child
first comes.

TEACHING PROGRAM

These children have a history of nothing but failure as persons as well as stu-
dents. To help them achieve some small success ha,.s to be the first ta.sk of the
teachers. For it is not until a child has had some success that he can toh.rate
the challenges that may result in failure at times, but will help him grow. Every
child is accepted as he is at that moment, in learning and in behavior. We are not
concerned with what he should have been or could have been, but simply with what
he is. So all teaching starts at a very simple level, to make tome success possible,
and very small victories loom very large indeed.

The teachers often find it necessary to devise their own subject matter as they
try to capitalize on any interest or background knowledge displayed by the child.
Interest in books is built up through actual experiences the child has. On the
same table as the incubator where the children breathlessly watch baby chicks
hatch, there are books open to sc ,. les similar to the one they are watching. In-
terest in the books increases in spite of themselves. Whether growing plants from
seeds, or finding interesting rocks, or feeding goldfish, or handling a turtle, or
picking up pine cones, they have simply written books, or stories composed by
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the teachers, that tell them about the real live situation they're in. The books
are simply therenot forced upon thembut they suddenly become alive and
important-possibly even worth trying to learn to read! And for those who haven't
reached the point where printed wordsor even lettershave any recognizable
form, or have not as .vet developed an attention span that permits learning the
basic elements of reading, pictures without words related to the experience the
child is having and stories with puppets, give him an opportunity to express ideas,
improve his speech and vocabulary, and begin to develop an interest in words.

Since language skills are :-to vital in learning, we stress this kind of learning
from the very beginning, and the classrooms are filled with more "things" than
books, and with a great many pictures and records with which a child can identify
and that are conducive to story telling or listening. For listening is a wonderful
learning experience, and a new one to most of our children. Hvwever, for sonw
children listening comes about first through sounds and rhythms, so such tech-
niques are used. There are great lacks in both visual and auditory discrimination,
and the teachers devise many methods of working with these problems.

Some comments from teachers during the year are illuminating in regard to
the development of "academic" work, and the preparatory work that must
precede it. A few examples will suffice to give an idea of the functioning level
academically. These comments are quoted from records:

"He came to us with an attention span of about three seconds, barely able to
say his name, unable to walk in t.he same direction as the class, or to recognize
any form, though he was seven years old." After a great deal of play with blocks
and puzzles and the "fun" kind of perceptual training, and after learning to listen
and articulate, all happening in both the classroom tu -1 activities, an interest
in actual school work developed. But this took eight hs.

Another I4even year old, after six months, has as h. greatest accomplishment
"learning how to work quietly in a clamroom, and to accept the teacher as an
authority. There is no more wild, speedy destruction of everything around him.
He has learned how it feels to sit quietly in a schoolroomhe is getting ready
to learn."

A seven and a half year old, after a full school year, finished his first pre-primer
and two work books, but "his greatest progress i in a tremendous growth in
curiosity and talking ability."

During the years, the teachers have used many different types of teaching
material and text books, searching for those most suitable for our children. Some
emerge as being of more value than others, but what seems best for one group or
child is not always best for another. But many little things are important to all
(4 the children, and help motivate them and capture their interest and attention.
Even such things as the best use of bulletin boards become important! In every
classroom the bulletin boards have exactly equal spaces marked offone for each
childfor display of his work. And his name must be there! The importance of
something of his own and something with his name on itreally a space to call
his owncannot be over-emphasizedit is one of many small, but highly signifi-
cant things that one can find in the classrooms. Words printed on many objects
or to designate places in the classroom have been very helpful. Large posters with
paper cut-outs to illustrate over, under, on top of, beneath, beside, near, far, up,
down, etc., are devised by teachers to help the child with certain aspect:4 of his
language lacks. Most of the children are unfamiliar with adjectives and adverbs
and connectng words, and need concrete illustrations in both pictures and move-
ments. They need to touch, to feel and have spatial experiences for which they will
later find words. Needless to say, this all also plays a part in their perceptual
training. There is recognition in the class-room of the need for movement with our
restless often hyperactive children. But learning can go on if the child is walking
armuld, or stands instead of sits, or learns to count while hopping from one number
to the next. But in the last analysis, it is the teachers' creativity and ingenuity,
tolerance and patience, and above all the acceptance of every little boy as he is,
that has provided the climate of the classroom that has made is possible for the
children to begin to utilize all the aids to learning that have been provided for them.

ACTIVITY PROGRAM

The children have a great deal to learn outside the classroom, and at some stages
of their development this is the most important part of their learning. The ac-
tivity program with the counselors has been in.Ist effective. Tv is has been where
the children have learned to live with one another, and accept discipline, authority,
and limitations. This is where many of the way s. to build or destroy or evade
relationships have been explored. The children have gained important satisfac-
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tions in lithletics, games, handcrafts, etc., to help them develop good self-concepts
and to further the estthlishnwnt of meaningful relationships. Movies and short.
trips to many places of interest to the children have been incorporated into the
program from time to timesome educational and some just for funto broaden
the horizons for many of the children. The counselors, yomig college or gradual e
students, chosen for their ability to relate to and work with young children, be-
come very important in the lives of the children. Sonw of the most successful
"therapy" takes place on the playing field; a piggyback ride can do womk.rf iii
things for a little boy who has never had this experience. Spacious grounds to
run on and trees to climb present him with a new world. To have a young man who
plays with him, talks to him, and cares about himwho puts :401ne structure,
organization and discipline into his lifewhom he can depend on to have the
.4ame rules tomorrow as he had yesterdayis a wonderful experience for many
of our little boys. The counselot s have been an indispensable part of the program
and play a most important role in the lives of children who often have never
known a father.

Music and art have also played a vital role. The children have learned to sing
in groups, enjoying it and finding it easier to memorize songs than more prosaic
material: They get great pleasure from both listming and performing. Painting
and drawing has also been very important, and the walls have been filled with
their colorful productions during the year. The painting is at a very immature
level, but gives them great satisfaction, and that is what is important. No creative
piece of work can be anything but right and good.

Learning to use and enjoy a library is another needed activity. The library is
set up exactly as a public library is, and is very well equipped, with books for
every interest and reading level. The chldren make good use of it. They learn
something about the responsibility as well as the pleasure of borrowing books.
Our hope is that many of our children will leave with an interest in using their
school and neighborhood libraries.

Workshop is a wonderful experience, not only for developing skills but for
giving the children tremendous satisfaction. Children who can attend to class-
room work for only very brief or even fleeting periods might work diligently at
sanding in order to put a beautiful, smooth finish on a little bench or bookrack.
A boy will work like a beaver to build a jewelry box for his mother, or a tool box
for his father. He's learning patience and perseverance, and he's learning some-
thing about arithmetic as he learns to measure, and about listening to directions
and following them if his creations are going to turn out right. He has to learn
something about self-control if he's to be able to stay in a workshop full of tools
that could become weapons, and while he's building with wood he's also building
his ego, and having great fun in the process.

SPECIAL ACTIVITIES

The clinical psychologist plays a very significant role with the children, in a
variety of psychological evaluations and educational assessments of specific abili-
ties and disabilities. This is, of course, helpful in the classroom and even on the
playground. Psycho-therapy is another important part of the program for many
children. Some need such treatment and can profit from it as soon as they come.
Others may not be able to profit from treatment until they have been with us for
several months. Still others may get all they need from the therapeutic milieu.

PARENT INVOLVEMENT

With a strong conviction that it is difficult to be of lasting help to seriously
disturbed children without also working with their parents, we have tried to) in-
volve all parents in a casework process. The social workers at first met with
resistence or out-right hostility from some families, but this has not persisted very
long in most instances. There are variations in the degree of cooperation or of
understanding why they need to be involved, but gradually many of our families
(or, more usually, mothers) have been able to begin to) think in terms of parent-
child relatiomships, their own impact on the child, and ways of improving the atmo-
sphere in the home. Many problems between the parents come to light, and prob-
lems of the other children and many of the needs of the family are brought out.
Here the ::ocial workers are able to help them find t.he proper agencies to help them.
But we do) not take over parental responsibility. We offer help and encouragement,
and if necessary take them by the hand, but we do not do) for them the things we
feel they could do for themselves. Many times it would be far easier for the social
workers to "take over". But this would not be of lasting help, and would not
further the relationship between the child and his family.
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The social workers have seen many changes in the parents, and the following
quotations give some interesting glimpses into the process:

"There has been increased awareness and increased interest in the ch ild's

priiblems."
"Some parents are beginning to recognize the relationship of parts of the

child's behavior to parts of their own behavior."
"Sonic parents are becoming inure aware of their own rights as well as

responsibilities as parents, and more fundamentally, as people."
"Nlore parents are becoming aware of community programs and services

which they can use to meet their own needs."
"A greater number of parents are really involving themselves in a relation-

ship with the social worker."
This kind of relationshipa constructive rather than a dependent oneevolves

gradually, and not. every parent is able to benefit. Sonie may never be able to do

so, but many are responding.

HOW IT ALL FITS TOONTHER

A disadvantaged child comes into the world with a ready-made environmental
handicap waiting for him. He gets wrapped up in it immediately, as though in
swaddling clothes, and this is where he stays for far too long a time. He enters
into an existence of deprivation, both economically and culturally, with the bleak
and barren way of living that comes with utter poverty. One has to wonder if the
world doesn't seem like a long, dark and empty tunnel, with no light at the end.
Discouragement and despair are the lot. of his parentsfor them life seems to be

a struggle for survival. Somehow these children grow, and finally the time comes

when they are ready for schoolready in terms of age, but often far from ready

in any other way. Some children have the strength to survive better than others,
and they manage to make some kind of adjustment. Some fall by the wayside,
unable to cope with the demands and expectations of any society except that of
the block in which they live. These are the children who fill up the emptiness
inside of themselves with bravado, violence, al d angeror sometimes with a life
of fantasy. These are the children who become emotionally disturbed adding
another handicap to those they had when they came into the world.

To cope with any one of these handicaps is a difficult problem, but to cope with

all of them and give a child a new start in life requires a whole new concept of
teaching very broadly defined. We have worked with a team approach, with the

team consisting of educator, psychiatrist, psychologist, social worker, counselor

and parent, in order to provide a total therapeutic milieu. Our hope is that the child

will be ablt to make both a school and social adjustment that will make it possible

for him to eventually find his place in the sun. Every child should have that right
perhaps we should have an eleventh commandment, 'Thou shalt find thy place

in the sun."
The impact of the child's handicaps on his learning and on his behavior are

all too vivid. Consider his immediate environment, where more often than not

he ha been a part of the struggle for survival. Such struggles are neither gentle

nor forbearing, nor conducive to loving one's neighbor. He has lived in chaos

and disorganization, and one cannot fail to believe that at least some of this
becomes internalized. He has found himself wanting, in every way and on every

count, and his self-concept gets lower and lower. Often there is no father in the

home, and his mother has so many troubles of her own she may have little to give

a child hungry for some response.
With all these problems, how can he learn in school? How can he fit into a

group? How can he find order out of chaos? How can he make sense out of symbols,

this child who hasn't been read to, who hasn't had crayons and paper to scribble
on? How can he follow directions, having never learned to listen? How can he

feel any motivation to learn, this child who has no thought of anything good in

the future? /8 there a future? His parents would say, "No". How can he learn to
generalize and abstractso vital in acquiring new learningthis child who has

no past to build on and no future to think about? It struck us forcibly one day

when we suddenly realized that we had never heard a little boy talk about what

he wanted to be when he grew up! We coined a name for our boysthe "now"
childrenwith no yesterdays worth remembering, and no tomorrows look

forward to with joy. For there has been little joyactually, very little funin
their lives, and again, every child should have that right. Perhaps a twelfth
commandment is in order"Thon shalt have fun."

So we have ninny people, and their work must be coordinated, to deal with all

these interwoven parts of a child's life. The social worker must bring to the staff
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her knowledge of what is going on at honw !4o the teachers, the counselors and the
therapists can better understand the variables in a child's behavior, and deal
with them.

The behavior of the child in scluml often reflects some problem going On at
home, and in the continued contact we have with parents, we quickly learn what
has happened. During the year there have been many days when sonic children
suddenly regress, or seem unusually unstable, or are extremely anxious or violent.
We try to find out what is happening, so we can help the child with his reaction,
and, if possible, help alleviate the situation bringing on the acute behavoir. The
social workers are the vital link there, between the sclmol and the home. The
families we are working with are faced with so many emergencies, so many break-
downs, actually, and with so many really desperate circumstances, that such a
relationship between the school and the honw becomes extraordinarily important
in the life of the child.

The counselors and teaehers must work together and many thnes activities can
be correlated with lesson phmsand each enhances the ot her. The psychologists'
and psychiatrists' findings are vital in the cla.ssroom and in one classroom the
psychologist and teacher together are having group meetings with t he children
reality therapy. And so it goeswith all staff members and the parents contribut-
ing to the total picture. Sometimes this kind of team work isn't easy, particularly
since it means that at any given time, any one aspect of the child's functioning may
be the most important one. For example, there may well be a period when what a
child is doing out on the field or in the workshop is contributing much more to his
development than the classroom is. This may well be reversed at another time.
There would be other periods of time when therapy might be the hnportant thing
in his life, or when what is going on at home might be of the greatest significance.
What this all suggests is that there is no room for staff rivalries; there is no room
for prima donnas; there must be mutual respect; there must, in fact, be team work
of the highest order.

No matter what else is going on, however, there are some things that can never
be left out of the picture!. These are such intangibles a.: a free and accepting
atmosphere, but one with limits and boundaries; warmth and compassion, without
superficial sentimentality; affection bestowed and received; trust won and
retained; and a feeling of safety and protection as the children reach out to explore
new worlds; and last, but far from least, having fun.

We are often askeddoes it all do any good? In fact, does it all pay off? The
answer is a very firm Yes. We do not expect every child to make the kind of
progress we would like to see, but all make progress, and most make good progress.
Of most hnportance is what happens after they leave. Do they retain their gains?
Are they able to maintain themselves successfully in school? Are they learning?
Are things better at home? To get the answers we are doing follow-up studies on
ail children, and we now have two and three year follow-ups. We have lost some
children who have moved away, but out of 30 follow-ups with the schools, we have
19 getting along well; 5 who are doing "fairly well", but could be better; 2 who
fluctuateat times they do well and at other times have some problems; and 4
who are not get ting along as well as they should but have retained some of their
gains. It is of interest and importance that those who are not doing well come
from families where we had little if any impact.

CONCLUSION

A way of working with severely disadvantaged and disturbed children has been
presented. The years to come will tell the story of its lasting effects, but it looks
promising. At least many children have been given a chance and are making a new
start in life, with new, good self-concepts and warm feelings toward others. There
are no thermometers to measure the warmth of human relationships, but we see
it and we feel it, all around us.

ELSA A. MILLER,
Dircetor, Episcopal Center for Children.


